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FTER evacuation of a subdural hematoma the 
compressed hemisphere may fail to expand 
spontaneously. This may be a grave prognostic 
sign. ‘Trotter,! Coleman,? Coblentz? and Voris* 
have discussed this aspect of subdural hematoma. 
We agree with Coleman and Coblentz that failure 
of the compressed hemisphere to expand is more 
likely than cerebral edema to cause serious symp- 
toms. Coleman found that the compressed hemi- 
sphere may not expand for several days after evacu- 
ation of the clot. It has been shown that the hemi- 
sphere may still be in a compressed state at autopsy 
even though the hematoma has been adequately 
evacuated.® 
We have found that in some patients with post- 
operative recurrence of symptoms lumbar punc- 
ture may reveal the pressure to be subnormal. 
Re-exposure of the operative field in these cases 


demonstrates that the brain has failed to expand. 


The cerebrospinal-fluid hypotension and the asso- 
ciated state of compression of the hemisphere 
before and sometimes after evacuation of the 
hematoma may produce symptoms and signs in- 
distinguishable from those of increased intracranial 
pressure. 

Laudig, Browder and Watson® studied 143 cases 
of subdural hematoma and found that some pa- 
tients with large hematomas had low cerebrospinal- 
fluid pressures, as measured in the lumbar thecal 
sac. This low intracranial pressure was substan- 
tiated at operation in some cases. The authors were 
unable to explain the altered state of consciousness 
in the presence of the low intracranial pressure. 

Why the hemisphere fails to expand or why the 
‘intracranial pressure remains subnormal in these 
cases is not known, nor is it known which of these 
conditions is cause and which is effect. We have 
found that both conditions respond favorably to 
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the intraspinal injection of physiologic saline solu- 
tion. The presence or absence of the hematoma 
membrane does not affect the syndrome; removal 
of the membrane is not necessary to cure it. 

It may be significant that our patients were all 
in the sixth and seventh decades of life and did not 
have increased intracranial pressure before operation. 

The literature contains reports of the treatment 
of this condition by intravenous injection of half- 
strength physiologic saline solution and placing 
the head in the dependent position’; instillation 
of distilled water into the cranial subdural space 
and intravenous injection of distilled water and 
saline solution; and removal of the inner mem- 
brane of the hematoma from the cortex.’ It oc- 
curred to one of us (W. J. G.) that intraspinal in- 
jection of saline solution during the operation 
would quickly re-expand the compressed hemisphere 
and restore it to a more normal anatomic and 
physiologic state, as well as effecting a more com- 
plete removal of the hematoma by obliterating the 
cranial subdural space. This procedure has since 
been employed in all cases in which there is failure 
of spontaneous re-expansion of the compressed 
hemisphere. 

The presence of the inner hematoma membrane 
has not prevented expansion of the compressed 
hemisphere in any case in which saline solution 
was injected intraspinally, and the expansion was 
accomplished in every case without raising the 
spinal-fluid pressure above the equivalent of 150 mm. 
of water. We believe that postoperative intra- 
cranial hypotension is less likely to occur after 
this procedure. No patient treated by such technic 
has developed evidence of cerebral edema after 
operation, and there has been prompt improvement 
of symptoms in all cases. In some cases we believe 
it to have been responsible for saving the patient’s 
life. 

With one exception the brain was under direct 
observation as it was being re-expanded by this pro- 
cedure after evacuation of a subdural hematoma. 
In the majority of cases the brain was expanded 
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until it was in contact with the inner surface of 
the dura. Expansion was accomplished by intra- 
spinal injection of saline solution in 5 cases and by 
intraventricular injection in 2 cases. The volume 
of fluid introduced at a single injection varied 
from 50 to 220 cc. No attempt was made to remove 
the inner hematoma membrane. Drainage was 
employed in only 1 of the 7 cases — drainage is 
not necessary if re-expansion of the hemisphere 
is complete. 

In addition to the 7 cases of subdural hematoma 
in which the compressed hemisphere failed to ex- 


pand spontaneously, this procedure was employed _ 


in 2 cases of intracranial hypotension following 
operation for other conditions. 


CasE REporTs 


Case 1. A 50-year-old man had bumped his head on a low 

rch about 1 month before admission on November 12, 1944. 

n the day of admission he had suddenly developed weak- 
ness of the left arm and leg and had difficulty in speaking. 
Roentgenograms of the skull showed the pineal gland dis- 
placed to the left. The spinal-fluid pressure was equivalent 
to 48 mm. of water, and the fluid was xanthochromic. 

On the night of November 14 the patient became comatose 
and developed Cheyne-Stokes respiration and extreme 
rigidity of the left arm and leg. The head was turned to the 
left, and there was severe opisthotonos. A trephine opening 
was made on the right side just anterior to the fissure of 
Rolando, and a large, liquid, subdural hematoma was evacu- 
ated. The brain could be seen through the trephine opening 
and was depressed about 1.5 cm. from the inner surface of 
the dura. This undoubted! 
of greatest compression of the 
was irrigated with physiologic saline solution, and no solid 
clot was evident. The brain pulsated feebly and did not ex- 
pand in the slightest. To expand the brain the patient was 
turned on his side, and a spinal puncture performed. When 
220 cc. of saline solution had been injected, the brain had ex- 
panded until it was almost in contact with the inner surface 
of the dura. A rubber tissue drain was then introduced into 
the subdural space, and the wound closed with a single layer 
of buried, interrupted silk sutures. On returning to his room 
the patient was quite restless. The respirations were 52 per 
minute, deep and labored. The temperature mounted rapidly 
to 103.4°F., and the pulse was 160 per minute. In spite of 
these signs he was regaining consciousness and responded 
when spoken to. aoe the next 12 hours he drank 4000 cc. 
of fluid but remained thirsty. Twelve hours after operation 
he was lucid, and the left hemiplegia was rapidly improving. 
The drain was then removed. The patient made an un- 
eventful recovery and was discharged on the 12th post- 
operative day. He was not seen again until 3 years later, 
when he reported that he had had no symptoms referable 
to his head. 


Case 2. A 59-year-old man had had severe frontal head- 
aches, nausea BM | vomiting, as well as mild confusion, for 6 
weeks. The headache was always relieved immediately when 
he lay down. On March 8, 1946, neurologic examination was 
negative. The spinal-fluid pressure was too low to be re- 
corded. The fluid contained a protein of 58 mg. per 100 cc. 
and no cells. P phalography was performed on 
March 25. The spinal-fluid pressure was equivalent to only 
260 mm. of water with the patient in the sitting position. The 
total volume of fluid recovered was 99 cc., and encephalograms 
revealed evidence of an expanding lesion on the left side. A 
left frontal craniotomy disclosed a subdural hematoma. The 
hematoma was evacuated, but the brain showed no tend- 
ency to re-expand. The wound was closed without drain- 
age. Six hours later the patient was still comatose and had 
developed Cheyne-Stokes respiration and a bilateral Babinski 
reflex. The spinal-fluid pressure again was too low to record. 
A needle was introduced through the scalp into the cranial 
subdural space to permit evacuation of its contents. Fifty 
cubic centimeters of 1 per cent saline solution was then in- 
jected into the lumbar subarachnoid space, raising the spinal- 
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fluid pressure to the equivalent of 120 mm. of water and pro- 
ducing a flow of beady fluid from the scalp needle. Imme- 
diately thereafter, the patient opened his eyes, answered 
to his name, and moved his limbs for the first time since 
operation. The Babinski reflex could no longer be elicited 
on the left. On the day after operation the symptoms and 
a recurred, and a similar procedure was carried out, 
130 cc. of saline solution being injected with the same imme- 
diate and gratifying response. The foot of the bed was ele- 
vated. On the 3rd postoperative day the symptoms again 
recurred, and the spinal fluid pressure was again not record- 
able. A continuous intraspinal drip of physiologic saline solu- 
tion containing 30,000 units of penicillin per liter was started 
and maintained at a pressure equivalent to 120 mm. of water. 
The patient ale during the first 24 hours of this therapy, 
but during the next 24 hours he developed fever and stupor 
and the procedure was discontinued. His condition con- 
tinued to grow worse until he appeared moribund. Recalling 
the experiments of Weed® in which intracranial pressure 
in animals was raised by the subarachnoid injection of lamp- 
black, and in the hope of demonstrating a point of leakage 
of the cerebrospinal fluid in case the patient came to autopsy, 
we decided to use this procedure. Accordingly, on the 5th 
postoperative day 0.5 cc. of sterile India ink was injected 
into the lumbar spinal canal. The spinal-fluid pressure at 
that time was too low to record. Twelve hours later the pa- 
tient’s condition was improved, the spinal-fluid pressure was 
equivalent to 250 mm. of water, and the fluid contained 1322 
polymorphonuclear leukocytes. A specimen of this fluid was 
sterile on culture. On the 11th postoperative day the patient 
was well oriented and able to get out of bed. However, on 
the 13th postoperative day he again developed severe head- 
ache, and the spinal-fluid pressure was once more too low 
to record. He was given hypotonic saline solution intra- 
venously, but the hypotension persisted. By the 17th day, 
however, without further intraspinal injections. he was free 
of headache and was discharged. He made a complete 
recovery, and no sequelae were demonstrable when he was 
seen 8 months after operation. 


This case demonstrated how rapidly the neuro- 
logic signs and symptoms due to cerebrospinal- 
fluid hypotension will respond to the raising of 
intraspinal pressure. However, we do not recom- 
mend the subarachnoid injection of India ink to 
accomplish this purpose. We believe that the failure 
to obtain sustained improvement by the intraspinal 
injection of saline solution in this case was caused 
by an unsatisfactory evacuation of the cranial 
subdural space through the scalp needle. The 
effect would have been lasting if the operative 
wound had been reopened during the injection to 
make certain that the cavity was obliterated. 


Case 3. A 68-year-old man was admitted to the Cleveland 
Clinic on June 29, 1946. On March 11 he had fallen from 
a desk on which he was standing and had struck the back 
of his head on the floor. He was unconscious for about 30 
minutes. During the next 24 hours he was comfortable and 
alert, but then became restless, incoherent and finally stu- 
porous. He was treated by lumbar punctures, with temporary 
improvement. 

eurologic examination revealed a right hemiparesis, 
right homonymous hemianopsia and aphasia. The spinal- 
fluid pressure was equivalent to 180 mm. of water, and the 
fluid was clear and colorless. Roentgenograms of the skull 
showed a linear fracture on the left side with the pineal gland 
dislocated to the right. 

On July 3 a left parietal craniotomy was performed. 
The exposed portion of the dura with the attached outer 
hematoma membrane was excised, and a large, iiquid, sub- 
dural hematoma was evacuated. The brain was depressed 2.5 
cm. below the inner surface of the dura and showed no tend- 
ency to expand spontaneously. A spinal puncture was per- 
formed, and 130 cc. of saline solution injected. The brain 
expanded until it was in contact with the dura. The bone 
was then replaced, and the wound closed without drainage. 
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On the Ist postoperative day the patient was no longer 
aphasic but was somewhat drowsy. A Babinski reflex was 
present on the right, and there was a slight weakness of the 
right side of the face. On the 2nd postoperative day he de- 
veloped jargon aphasia and a bilateral Babinski reflex, but 
no demonstrable hemianopsia. The spinal-fluid pressure was 
equivalent to 170 mm. of water, and the fluid was bloody. 
No fluid could be aspirated through the trephine opening 
in the skull. On the 5th postoperative day he was no longer 
aphasic, and neurologic examination was negative. He was 
discharged on the 10th postoperative day in excellent con- 
dition and was in good health when last seen 2 months after 
operation. 


Case 4. A 64-year-old man was thrown from a horse in 
June, 1946, and was unconscious for 25 minutes. Two 
months later he suddenly developed severe headache and a 
left hemiparesis. Neurologic examination on September 24 
revealed a left hemiparesis with a Babinski reflex. There 
was no pean and the spinal-fluid pressure was equiva- 
lent to 170 mm. of water. This fluid was clear and colorless. 
A p phalog was made on September 28. All 
the fluid was removed, measuring 104 cc. The films showed 
no ventricular filling. On September 30 a right temporal 
trephine opening was made, and a large, coffee-colored, 
liquid, subdural hematoma was evacuated. As the brain 
did not expand, the patient was turned on his side, and 
100 cc. of physiologic saline solution was injected into the 
lumbar canal. The needle then became dislodged, and the 
injection was discontinued, although this quantity was not 
sufficient to bring the brain into contact with the dura. The 
wound was closed without drainage. The patient awakened 
promptly after returning to his room and exhibited improve- 
ment of the hemiparesis. On the 5th postoperative day 
there was no demonstrable weakness of the extremities, and 
he was discharged the next day. He remained well until 
19 days after operation, when he had a left jacksonian con- 
vulsion. A similar attack occurred 3 days later, with loss of 
consciousness and paresis of the left arm. He was readmitted 
to the hospital on October 25, and an encephalogram was 
made the next day. All the fluid was removed, measuring 
119 cc. The initial pressure was normal. There was again 
no air in the ventricles, but the callosal sulcus was tilted, 
indicating an expanding lesion on the right. On October 28 
bilateral trephine openings were made in the frontal and 
parietal regions. Only a small amount of chocolate-colored 
fluid was present on the right side. About 20 cc. of thick, 
coffee-colored fluid was evacuated through the left parietal 
trephine opening, and about cc. of clear yellow subdural 
fluid was evacuated through the left frontal trephine open- 
ing. The incisions were closed without drainage, since the 
brain expanded spontaneously. The weakness of the left 
arm improved gradually, and the patient was discharged on 
the 5th gn ove day. Follow-up examination on January 
23, 1948, revealed a slight weakness of the left hand grasp. 
The remainder of the neurologic examination was normal. 
He stated that he had had no headaches and had been doing 
his usual farm work since hospital discharge. 


It may be significant that in this case, in which 
reoperation was necessary, the intraspinal injection 
of physiologic saline solution was discontinued 
before the hemisphere was restored to its normal 
shape. 


Case 5. A 60-year-old man had been well until Novem- 
ber 14, 1946, when he fainted while walking down the street, 
striking his head on the sidewalk. He was unconscious for 
about 5 minutes. During the next 2 weeks he complained 
of headache and failing memory, and weakness of the left 
arm and leg. During January, 1947, he developed a definite 
change in personality, and his headaches became severer. 
On January 22 he developed aphasia and stupor. Neuro- 
logic examination on March 1 revealed amimia on the right, 
ataxic gait anda Babinski reflex on the left. 
marked loss of memory. The _ spinal-fluid 
equivalent to 160 mm. of water, and the flui 
xanthochromic. 

On March 4, with the patient in the supine position, 
trephine openings were made in front of each parietal emi- 
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nence. There was no subdural hematoma on the right, but 
on the left side a large quantity of coffee-colored subdural 
fluid was evacuated. The brain showed no tendency to ex- 
pand. To avoid turning the patient on his side for a spinal 
‘Injection it was decided to inject the saline solution into 
the right lateral ventricle, and 67 cc. of solution was intro- 
duced. This expanded the left hemisphere until it was in 
contact with the inner surface of the dura. The wound was 
closed without drainage. The patient awakened soon after 
returning to his room, and no aphasia or Babinski reflex 
could be elicited. There was no recurrence of symptoms, 
and he was discharged on the 5th postoperative day. Follow- 
FP acta on February 21, 1948, revealed no neurologic 
eficit. 


Ventricular injection of physiologic saline solution 
in these cases is a more simple procedure than 
spinal injection if the patient is operated upon in 
the supine position, but it may aggravate an exist- 
ing incisural hernia. On the other hand, intraspinal 
injection of saline solution may reduce an incisural 
hernia. 


Case 6. A 52-year-old man was struck by an automobile 
on February 15, 1947. He was unconscious for a few minutes 
but had no other complaints until April 13, when he de- 
veloped increasingly severe suboccipital and frontal head- 
ache. On April 11 his left arm and leg became weak, and he 
was confused. Neurologic examination 2 days later revealed 
a left hemiparesis. There was no papilledema. At pneumo- 
encephalography the initial spinal-fluid pressure was normal, 
and 74 cc. of fluid was recovered. The ventricles were mark- 
edly displaced toward the left. A right parietal trephine was 
performed, with evacuation of a large, liquid, coffee-colored, 
subdural hematoma. The brain was depressed 2.5 cm. below 
the dura. A left parietal trephine revealed a small subdural 
clot. One hundred cubic centimeters of physiologic saline 
solution was injected into the lumbar canal, but this quantity 
was not sufficient to effect a complete re-expansion of the 
right hemisphere. The wound was closed without drainage. 
The patient awakened soon after returning to his room, and 
the hemiparesis was much improved. n the 2nd _ post- 
operative day nausea and vomiting developed. The spinal- 
fluid pressure was equivalent to 210 mm. of water. This 
fluid contained 6 white cells per cubic millimeter and a pro- 
tein of 41 mg. per 100 cc.* On the 5th postoperative day 
neurologic examination was negative, and he was discharged. 
Follow-up examination on May 20 revealed no neurologic 


deficit. 


Case 7. A 66-year-old woman was first seen at the Cleve- 
land Clinic on May 12, 1947, because of paralysis of the 
left arm and leg. Three weeks previously she had sTipped 
and fallen to the sidewalk, striking her head. She had not 
lost consciousness. One week later she awakened with weak- 
ness of her left arm and leg, which gradually progressed to 
complete paralysis. Neurologic examination revealed a left 
homonymous hemianopsia, paralysis of left lateral gaze, 
dilatation of the left pupil, a central type of facial weakness 
on the left and paralysis of the left arm and leg. The spinal- 
fluid pressure was equivalent to 160 mm. of water. The 
fluid was clear and faintly xanthochromic. The next day 
bilateral trephine openings were made in the temporal re- 
gions. There was no abnormality on the left, but on the right 
side a large liquid subdural hematoma was evacuated. The 
brain failed to re-expand spontaneously. A cannula was in- 
troduced into the left lateral ventricle, and 135 cc. of physi- 
ologic saline solution was injected. This caused the right 
hemisphere to expand until it was in contact with the dura. 
The wounds were closed without drainage. There was pro- 


*Bedford'!® has reported the appearance of polymorphonuclear leuko- 
cytes in the cerebrospinal fluid in 9 out of dogs by the introduction 
of isotonic sodium chloride into the cisterna magna, while no leukocytes 
appeared after the injection of distilled water or iar's solution (Dale's 
formula). We have had a similar experience after the intraspinal injec- 
tion of 1 per cent saline solution in the treatment of cerebrospinal-fluid 
hypotension from various causes, although this meningeal reaction oc- 
curred very seldom. We believed that this reaction was probably due to 
an impurity in the saline solution, since it does not invariably occur, 
and plan to investigate this problem further. No symptoms of meningitis 
occurred in any of the cases of subdural hematoma in this paper. 
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ressive improvement in the strength of the left arm and leg 
an the Ist postoperative day, and the patient was dis- 
charged on the 7th postoperative day. Examination 1 month 
after operation revealed no neurologic deficit. When last 
seen on February 18, 1948, she had no complaints, and neuro- 
logic examination was negative. 


This procedure was employed in the following 
cases of intracranial hypotension after operations 
for conditions other than subdural hematoma. 


A 42-year-old man had a right frontal craniotomy on 
May 12, 1947, with removal of a pituitary adenoma. He 
awakened the evening of his operation and was in good con- 
dition. On the Ist postoperative day headache developed. 
The spinal-fluid pressure was equivalent to mm. of 
water, and the fluid was bloody. On the 2nd postoperative 

ay he had a generalized convulsion and became somnolent. 
He was taken to the operating room, and the wound was 
reopened. When the section of bone was removed an extra- 
dural clot about 3 cm. in thickness was disclosed. This clot 
was removed, and the dura opened, disclosing no intradural 
clot. The brain was moderately compressed below the inner 
surface of the dura, which was loosely closed, and the bone 
disk was replaced. On the next day the patient was more 
alert but complained of severe headache. The spinal-fluid 
pressure was equivalent to 165 mm. of water. Five cubic 
centimeters of bloody fluid was removed, and the spinal- 
fluid pressure was equivalent to 110 mm. of water. This 
relieved his headache, but on re-elevation of the head of 
the bed, the headache recurred and was relieved imme- 
rei when his head was lowered. On the 4th postoperative 
day he exhibited somnolence and complained of severe 
headache. During the next 48 hours the stupor deepened, 
and a bilateral Babinski reflex appeared. On the 6th post- 
operative day, with the patient in coma, the wound was re- 
opened. The brain was found to be depressed to the same 
extent as at the time of closure of the previous exploration. 
There was no clot. The dura was decal, and a cannula was 
introduced into the anterior horn of the right ventricle. 
Forty cubic centimeters of physiologic saline solution was 
injected with some expansion of the dura, but when the bone 
was replaced the dura was still found to be depressed 1.5 cm. 
from the inner table. The patient was then turned on his 
side, and a spinal puncture performed. After 150 cc. of 
physiologic saline solution had been injected into the spinal 
canal the dura was in contact with the inner table. The spinal- 
fluid pressure at this point was just measurable. The wound 
was then closed without drainage. The patient awakened 2 
hours after returning to his room, and his condition steadily 
improved. Forty-eight hours later he was normally alert 
and had no headache. He was discharged in good condition 
9 days after the last operation. 


This case shows that failure of the compressed 
hemisphere to expand is not peculiar to the sub- 
dural hematoma but may occur in acute extradural 
hematoma as well. The restoration of the shape 


of the brain to normal in this case appeared to be a 
life-saving measure. 


A 57-year-old man had a right paces craniotomy on 


November 4, 1947, with removal of a parasagittal menin- 
gioma. On the Ist postoperative day there was marked 
aresis of the left arm but less paresis of the left leg than 
ad been present before operation. He was alert and talking. 
On the 2nd postoperative day he developed auricular fibrilla- 
tion. The spinal-fluid pressure was equivalent to 110 mm. 
ot water. He then developed paralysis of the left arm and 
leg and became somnolent. A roentgenogram of the skull 
at that time showed the pineal gland to be in the midline. 
Thrombosis of the sagittal sinus was suspected, and heparin 
and dicumarol were started. On the 4th postoperative da 
he was more alert, and there was some movement of the left 
arm. On the 5th postoperative day a mild clonic convulsion 
occurred in the left side of the face and left arm. The spinal- 
fluid pressure was equivalent to 45 mm. of water. On the 6th 
stoperative day he was comatose and could not be aroused. 
The spinal-fluid pressure was equivalent to 35 mm. of water. 
Eighty cubic centimeters of physiologic saline solution was 
injected into the lumbar canal. When the spinal-fluid pres- 
sure had reached the equivalent of 120 mm. of water the pa- 
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tient awakened and began to talk, and when the figure had 
reached 200 he was quite lucid. This improvement was not 
maintained, however, and the next day the spinal-fluid pres- 
sure was too low to be recorded. Twenty cubic centimeters 
of physiologic saline solution injected into the lumbar canal 
raised the spinal-fluid pressure to the equivalent of 150 mm. 
of water, and he again awakened and talked quite intel- 
ligently. Twelve hours later he was again stuporous, and 
the spinal-fluid pressure could not be recorded. Sixty cubic 
centimeters of physiologic saline solution was injected into 
the lumbar canal, raising the spinal-fluid pressure to the 
equivalent of 120 mm. of water, with the same immediate 
gratifying result. Anticoagulant therapy was discontinued 
on the 7th postoperative day. Two days later the stupor had 
recurred; the foot of the bed was elevated, and 1 cc. of 
0.5 physiologic saline solution given intravenously. There 
was some improvement, but it was not maintained. On the 
10th postoperative day a continuous drip of saline solution 
into the lumbar canal was started. This was regulated to 
maintain the spinal-fluid pressure at the equivalent of 150 mm. 
of water, and he shawal immediate improvement. Later he 
was again given 1000 cc. of 0.5 physiologic saline solution 
intravenously. The intraspinal drip was continued for 13 
hours, and a total of 650 cc. introduced. He was much 
brighter than he had been on any day since operation. The 
left hemiplegia persisted. There was no recurrence of stupor, 
and his general condition was excellent at the time of his 
discharge on the 15th postoperative day. 


This patient again demonstrated how rapidly the 
neurologic signs and symptoms due to cerebrospinal- 


fluid hypotension will respond to the raising of the 
intraspinal pressure. 


SUMMARY 


Failure of the compressed hemisphere to expand 
after evacuation of a subdural hematoma is asso- 
ciated with cerebrospinal-fluid hypotension and 
may be a grave prognostic sign. : 

The compressed hemisphere may be expanded 
mechanically at the time of operation by the in- 
jection of physiologic saline solution into the spinal 
subarachnoid space or into the lateral ventricle. 

Expansion of the compressed hemisphere de- 
creases or abolishes the subdural dead space, re- 
stores the brain to a more normal anatomic and 
physiologic state, and obviates the need for drainage 
of the subdural space. 

No ill effects have occurred from this procedure. 
Improvement has been immediate and dramatic. 

This series of cases indicates that failure of ex- 
pansion of the compressed hemisphere is more 
common in elderly patients who do not have in- 
creased intracranial pressure before operation. 

The signs of intracranial hypotension may 
simulate those of intracranial hypertension. 
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STREPTOMYCIN IN THE TREATMENT OF BACTERIAL ENDOCARDITIS* 


Report of Two Cases 


Norman L. Cressy, M.D.,t Wittiam J. Laney, M.D.,f anp Paut Kunxet, M.D§ 


NEW HAVEN, CONNECTICUT 


XPERIENCE with streptomycin in the treat- 
ment of bacterial endocarditis is as yet limited. 
Hunter! discussed 18 cases and suggested that 
streptomycin is the drug of choice in endocarditis 
caused by gram-negative bacilli and_penicillin- 
resistant, gram-positive cocci, and in infections that 
fail to respond to maximal penicillin treatment. 
The case reports that follow present features of 
bacteriologic and therapeutic interest. The causa- 
tive organism in the first case was a gram-negative, 
anaerobic, non-spore forming bacillus (bacteroides), 
and in the second, a highly resistant alpha-hemolytic 
streptococcus. 


CasE 1. J. P., a 46-year-old man, entered the hospital in 
November, 1946, with a 2-month history of fever, night 
sweats, chills and intermittent pain along the inner aspect 
of the upper part of the left thigh. He had increasing weak- 
ness and fatigability and had lost 25 pounds. There was no 
history of antecedent trauma, infection or rheumatic fever. 

Physical examination disclosed a pale and hyperpneic pa- 
tient who appeared acutely ill. Herpes labialis was present, 
and the pharynx was moderately injected. The lungs were 
clear, and the heart was normal. There was spasm of the 
adductor muscles of the left thigh and marked tenderness 
at the attachment of these muscles at the pelvic level. There 
was no swelling, heat or redness, and no tenderness along 
the course of the venous channels. 

The temperature was 103°F., the pulse 110, and the 
respiratory rate 25. The blood pressure was 115/75 

a cataaton of the blood revealed a red-cell count of 
4,000,000, with a hemoglobin of 11.5 gm., and a white-cell 
count of 15,200, with 75 per cent neutrophils. The hematocrit 
was 36, and the corrected sedimentation rate was 108 mm. 
in 1 hour. The serologic test for syphilis was negative, and 
agglutinations for the organisms of typhoid and paratyphoid 
fever and for brucella and proteus X19 were negative. A 
blood culture was sterile. 

An electrocardiogram and an x-ray film of the chest were 
within normal limits. X-ray examinations revealed only 
slight roughening of the posterior, proximal, periosteal sur- 
faces of both femurs but no definite evidence of osteomyelitis. 

The patient continued to have a maximum temperature of 
103°F. A diagnosis of osteomyelitis of the left femur was 
considered initially, and on the 7th hospital day exploratory 
aspiration was attempted. No pus was obtained. Despite 
the absence of a specific diagnosis penicillin was then in- 
stituted in dosage of 130,000 units intramuscularly every 3 
hours. No improvement was noted, and the drug was dis- 
continued on the 20th hospital day. On the 26th hospital 
day a flame-shaped héesetiliage -was noted beneath the nail 
of the right index finger. Repeated blood cultures had shown 
no growth. On the 32nd hospital day the patient com- 
plained of double vision. Examination revealed the presence 
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of paralysis of the left — rectus ocular muscle. The 
oo fluid was normal. The diplopia persisted throughout 
the patient’s hospital course. 

On the 35th hospital day a Grade II apical systolic mur- 
mur was detected. On the same day a petechial lesion was 
noted on the left heel. Aspiration and culture yielded an 
anaerobic, gram-negative coccobacillus identified as bac- 
teroides, species undetermined. On the 39th hospital day a 

lood culture incubated in thioglycollate medium yielded 
an organism similar to that isolated from the petechia. The 
organism at no time grew out in numbers sufficient for the 
determination of its sensitivity to penicillin and strepto- 
mycin. On the 43rd hospital day the spleen was palpable. 
On the’ following day a faint diastolic murmur was heard 
along the left sternal border. 

On the 45th hospital day the blood culture was still 
positive, and streptomycin was instituted in a dosage of 1 gm. 
every 6 hours intramuscularly. Seventeen subsequent blood 
cultures were sterile. Despite the disappearance of bac- 
teremia the temperature curve remained elevated, and on 
the 5lst hospital day penicillin was again started in dosage 
of 10,000,000 units intravenously per day. Severe, generalized 
urticaria promptly appeared, and after 5 days penicillin was 
discontinued. On the 56th hospital day sulfadiazine in an 
initial dosage of 4 gm. and a subsequent dosage of 1 gm. 
every 4 hours was begun. On the 57th hospital day the pa- 
tient complained of a “sticking” pain in the left upper quad- 
rant, with radiation to the left shoulder. This was interpreted 
as an episode of splenic infarction. 

The patient’s clinical status continued essentially un- 
changed, and on the 62nd hospital day streptomycin was dis- 
continued. In 2 days the patient was afebrile. On the 68th 
hospital day the temperature spiked to 102°F. Examina- 
tion revealed signs of thrombophlebitis in the left leg. The 
patient was put on anticoagulant therapy with heparin and 
dicoumarol. Sulfadiazine was discontinued. Two days later 
bilateral femoral-vein ligation was performed. A_ large 
thrombus was removed from the left side but unfortunately 
was discarded before cultures could be taken. Two ye 
postoperatively the temperature returned to normal. On 
the 74th hospital day there were symptoms and radiologic 
signs of pulmonary infarction, which promptly cleared. 

The patient’s course, thereafter, was essentially unevent- 
ful. The aortic diastolic murmur increased, however, and 
there was some widening of the pulse pressure. Tachycardia 
persisted for several weeks. The sedimentation rate slowly 
returned to normal. During the last hospital month the 
spleen was no longer palpable. Frequent electrocardiograms 
had been taken throughout the hospital course. Serial trac- 
ings from the 91st to the 116th hospital day showed changes 
in the ST segments and T waves suggestive of myocardial 
damage, although the patient was asymptomatic. The 
diplopia persisted and was not correctable by lenses. The 
patient was discharged on the 116th hospital day. Final 
x-ray films of the chest with a barium swallow showed no 
abnormalities in the configuration of the heart. 

Three months later the patient was feeling well and had 
regained his former weight of 198 pounds. The blood pressure 
was 130/55. There was no change in the character of the 
aortic diastolic murmur. There was no anemia and the 
white-cell count and sedimentation rate were normal. An 
electrocardiogram and an x-ray film of the chest were within 
normal limits. Surgery directed toward the correction of 
the diplopia was successfully accomplished. 

The pertinent features of the patient’s hospital course are 
presented in Figure 1. 


Reports of septicemias due to gram-negative, 
anaerobic, nonspore forming bacilli (bacteroides) 
are few, and reports of endocarditis are corre- 
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spondingly rare. The organisms are natural in- 
habitants of mucous membranes from which sites 
they may invade the tissues, blood or body cavi- 
ties.” The most frequent severe bacteroides in- 
fections are septicemias arising from throat infec- 
tion or following operation on the colon, and menin- 
gitides arising from chronic otitis media.‘ The 
genus is not well defined, and accurate identifica- 
tion is often unsatisfactory. Lewis and Rettger® 
state, “Differences in methods, inconsistent nomen- 
clature, and inherent differences in the organisms 


HOSPITAL DAYS 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Sept. 30, 1948 


In the past these infections’ have usually been 
fatal, although a few patients have apparently re- 
covered after administration of sulfonamides.!” 
Foley,” in a recent study, found the genus bac- 
teroides highly resistant to streptomycin in vitro, 
as well as to sulfadiazine and sulfathiazole. The 
role of streptomycin in this patient’s recovery can 
only be inferred in view of the overlapping adminis- 
tration of penicillin and sulfadiazine. It is, however, 
noteworthy that the last positive blood culture was 
obtained on the day streptomycin was instituted. 
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Ficure 1. Clinical Course in Case 1. 


themselves have contributed to provide a complex 
and confusing picture.” It is possible that the or- 
ganism isolated from some cases of endocarditis and 
reported as an “‘unidentified gram-negative bacillus” 
would be classified as bacteroides by some labora- 
tories. Smith and Ropes believe that bacteroides 
infections are much more common than is appre- 
ciated clinically. The organisms are readily missed 


in routine bacteriologic study, since they are 


anaerobic, grow slowly and often require special 
medium. Bacteroides was first isolated from a 
petechia in this case and grew poorly and only in 
thioglycollate medium. This is of importance, 
since it has been shown that thioglycollate in- 
hibits the bactericidal effect of streptomycin in 
vitro.® 7 Hence, there are limitations to any sen- 
sitivity tests carried out in this medium. 

In retrospect, the presenting symptom of pain 
in the left upper thigh in this case is logically at- 
tributable to atypical thrombophlebitis. Reid 
et al.,* in analyzing 6 cases of septicemia due to 
bacteroides, found that thrombophlebitis was a 
constant feature. Appelbaum and Gelfand® report 
a case with an unidentified gram-negative bacillus, 
and it is significant that a prominent feature of the 
patient’s presenting illnéss was thrombophlebitis. 


Furthermore, negative cultures were obtained be- 
fore the intravenous use of penicillin and sulfa- 
diazine. It may be that the combination of drugs 
produced a therapeutic effect. 

The prompt subsidence of fever after cessation 
of streptomycin suggests that the drug was exert- 
ing a toxic effect during the latter part of its ad- 
ministration. No vestibular, renal or dermatologic 
abnormalities were noted. 

The serial electrocardiographic changes noted 
after the patient was clinically well are of interest. 
Seabury," in an analysis of 165 cases of bacterial 
endocarditis, found that 25 per cent showed myo- 
cardial infarction at autopsy. 


Case 2. E. S., a 75-year-old man, was admitted to the 
urologic service of the hospital on February 16, 1947, with 
the chief complaint of trouble in passing urine. Two and a 
half weeks before entry he had been admitted to another 
hospital and placed on constant urinary drainage. 

Physical examination revealed a well developed and fairly 
well nourished man in no acute distress. The chest was clear 
and there was a Grade II, blowing systolic murmur at the 
apex of the heart. The peripheral arteries were markedly 
sclerotic. The prostate was greatly enlarged and tender. 
An indwelling catheter was present. 

The temperature was 99.8°F., the pulse 110, 
respiratory rate 22. The blood pressure was 

Examination of the blood revealed a red-cell count of 
4,150,000, with a hemoglobin of 13.5 gm., and a white-cell 


and the 
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count of 15,650, with 85 per cent neutrophils. The specific 
gravity of the urine was 1.010, and there were 5 to 6 white 
blood cells per high-power field in the sediment. The blood 
urea nitrogen was 20 mg. per 100 cc., and the total blood 
protein was normal. An x-ray film of the chest, an electro- 
cardiogram and an intravenous pyelogram were within 
normal limits. 

Sulfadiazine, in a dosage of 0.5 gm., was given four times 
daily. Cystoscopy was performed on the 6th hospital day. 
Culture of the urine yielded an alpha-hemolytic streptococcus 
and Pseudomonas aeruginosa. On the 9th hospital day the 
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mycin therapy. This organism grew in 500 but was inhibited 
by 750 units of streptomycin per cubic centimeter. On this 
day the patient’s condition abruptly deteriorated, and he 
presented the picture of collapse, with a marked fall in blood 
pressure and clouding of consciousness. Since the bacteremia 
had returned, and since it was not known what role strepto- 
mycin might be playing in the patient’s sudden failure, the 
drug was discontinued. 

Terminally, bronchopneumonia and oliguria ‘developed. 

e blood urea nitrogen rose to a height of 37 mg. per 100 
cc., and the urinary sediment showed hyaline and granular 


1,000 16-18 17-14 


18 (716 3s 


BUN MGM. 80-16 


BLOOD CULTURE 


4- 
@ 


SULF ADIAZINE 
GM./DAY 


PENICILLIN 
UNITS X 1OOO/DAY 


SENSITIVITY 
UNITS/CC, 


BLOOD LEVEL 
UNITS/CC. 


DOSAGE 4- 
GM. /OAYS 2- 


NNN 


SENSITIVITY, UNITS/CC—3 


ES. ALPHA STREPTOCOCCUS ENDOCARDITIS CLINICAL COURSE 


Ficure 2. Clinical Course in Case 2. 


temperature rose to 103°F., and penicillin was started in a 
dosage of 50, units intramuscularly every 3 hours. On 
the 10th hospital day a suprapubic cystotomy and bilateral 
vasectomy were performed. Pathological examination of 
the specimen showed chronic inflammation. On the 5th 
postoperative day there was evidence of epididymitis. This 
subsided during the next hospital week, but the patient con- 
tinued to run a temperature ranging from 100 to 102°F. 
Urine cultures were persistently positive. 

The course continued essentially the same until the 40th 
hospital day, when, despite the continued administration 
of 400,000 units of penicillin daily, culture of the blood yielded 
an alpha-hemolytic streptococcus. On the same day a 
yon murmur was detected along the left sternal border. 
The spleen was not palpable, there were no petechiae, and 
there was no anemia. Penicillin dosage was increased to 
1,200,000 units daily. Subsequent sensitivity tests deter- 
mined that the organism isolated from the blood grew in 
2 but was inhibited by 3 units of penicillin per cubic centi- 
meter. The blood cultures continued positive. Sensitivity 
tests to streptomycin indicated that the organism grew in 
50 but was inhibited by 100 units of streptomycin per cubic 
centimeter. In view of the lack of response to the increased 
dosage of penicillin, it was discontinued on the 52nd hospital 
day, and treatment with streptomycin was instituted, 0.5 gm. 
being given every 3 hours intramuscularly. The urine was 
alkalinized. 

Initially, there was evidence of a favorable response. Blood 
cultures taken on the 2nd and 5th days of streptomycin ther- 
apy were negative. The temperature declined from a high of 
102°F . on the day streptomycin was started to near normal 
on the 7th day. On that day the blood streptomycin level 
was 128 units per cubic centimeter. 

On the 11th day of streptomycin therapy the temperature 
again rose to 102°F. Culture of the blood again yielded an 
alpha-hemolytic streptococcus on the 14th day of strepto- 


casts. Death occurred on the 69th hospital day. 
cal data are summarized in Figure 

Autopsy revealed bacterial endocarditis superimposed on 
calcareous aortic stenosis. Culture of the vegetations yielded 
an alpha-hemolytic streptococcus. The kidneys showed only 
mild arteriosclerotic changes. 


The clini- 


This case emphasizes several important con- 
siderations in the management of bacterial infec- 
tions. Penicillin is considered to be the drug of 
choice in the management of infections with a 
gram-positive coccus. In this case, however, the 
presence of an alpha-hemolytic streptococcus in 
the blood was first demonstrated while the patient 
was receiving penicillin in an amount ordinarily 
sufficient for the control of this organism. Its rela- 
tively low sensitivity to penicillin— 3 units per 
cubic centimeter — was subsequently confirmed. (In 
12 cases of bacterial endocarditis, Goerner, Geiger 
and Blake! found the sensitivity of the alpha- 
hemolytic streptococcus to be in the range of 0.02 
to 0.05 units per cubic centimeter.) Further studies 
in this case revealed that the resistance of the or- 
ganism to streptomycin was also relatively high. 
Despite this the drug was given empirically. The 
temporary disappearance of bacteremia and the 
general clinical improvement early in the course 
of streptomycin therapy seem to justify this course. 
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The ultimate failure of therapy was largely caused 
by the rapid, tenfold increase in the resistance of 
the organism to streptomycin. 

In such resistant infections, in which studies in 
vitro show relative resistance of the organism to 
both streptomycin and penicillin, the use of both 
drugs together might be effective as suggested by 
Hunter.! Laboratory controls in the management 
of such cases are important. 

The blood streptomycin level of 128 units per 
cubic centimeter observed in this case was unusually 
high and may have been related to decreased ex- 
cretion. It perhaps explains the initial response 
of the patient to therapy. Such levels might be 
accompanied by a higher incidence of toxic effects. 
Hirshfeld,'® however, has reported a level of 171 
units per cubic centimeter in 1 case without toxic 
manifestations. An unusual type of fatty infiltra- 
tion in the livers and kidneys of animals given large 
doses of streptomycin has been described by several 
investigators.!® Similar changes have been reported 
in man in at least 1 case.!7 Fat stains of tissue sec- 
tions in the fatal case reported above revealed 
no evidence of kidney or liver mone attributable 
to streptomycin. 


SUMMARY 


Two cases of bacterial endocarditis in which 
streptomycin was employed are presented, and 
certain important features are discussed. 

In a case in which the patient recovered, the or- 
ganism was an anaerobic, gram-negative, non-spore 
forming bacillus (bacteroides). 
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In a fatal case, the etiologic agent was an alpha- 
hemolytic streptococcus, which was highly resistant 
to both penicillin and streptomycin. 
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CARCINOMA OF THE RECTUM 


Freperick S. Hopkins, M.D.,* Ropert C. Tate, M.D.t+ 


SPRINGFIELD, MASSACHUSETTS 


HIS report is based on the cases of carcinoma 

of the rectum that have been seen in the 
Cancer Section of the Westfield State Sanatorium 
since it opened in the fall of 1937. Of the 165 
patients seen before 1943 and so available for a five- 
year study, 112 had surgical treatment at West- 
field. The latter group constitutes the principal 
basis for this statistical study. 

The incidence was much greater in the male sex, 
there being 81 men and 31 women. 

The average age was sixty-seven years, the sixth 
and seventh decades furnishing most of the cases, 
although both the third and ninth decades were 
represented, with 2 cases each. 

The principal symptoms in order of frequency 
were blood in the stool, change in bowl habit, diar- 
rhea, constipation, tenesmus and pain. 

The duration of symptoms was less than three 
months in only 28 cases, whereas in 7 it was over 
two years. 

An extremely important feature of the physical 
examination is requesting the patient to strain while 
the physician is doing a digital rectal examination. 
With this procedure the tumor was felt in 92 cases, 
or 82 per cent. The lesion was within 10 cm. of the 
anus in 90 cases. 

Sigmoidoscopy with biopsy of the lesion was done 
routinely. Cystoscopy was done in most of the cases 
and revealed bladder invasion in 6. Barium enemas 
were usually done to assist in the identification of 
multiple lesions. Routine chest films revealed 3 
cases of unsuspected lung metastases. About a third 
of the patients had a significant anemia, and slightly 
less had sufficient hypoproteinemia to require 
special preoperative preparation. 

There were 5 patients who had clinical evidence 
of inguinal-lymph-node metastases. These were 
all cases of adenocarcinoma starting in the rectum 
but involving the anal canal. Only 2 of these had 
biopsies of the inguinal lymph nodes, and these 
showed metastatic carcinoma. 

In 15 cases, or 13 per cent, there was another 
primary cancer. Five of these involved the colon. 

The study and preparation of the patient for 
operation required approximately a week. During 
the period covered by this survey cathartics and 
enemas were used routinely. Since then these have 
been replaced by sulfasuxadine, usually given in 
the dose of 2 gm. every four hours for five days. 
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One hundred and twelve patients had operations 
done by 18 members of the visiting and resident 
staff. In only 50 of these cases was there any possi- 
bility of cure, the others having definite evidence 
of incurability such as metastases to the liver. Of 
the latter group 46 were simple colostomies, and 
15 were palliative resections. The one-stage 
abdominoperineal resection of Miles is now done 
in nearly all cases. We still believe that there is 
occasionally an indication for the Lockhart- 
Mummery procedure in the patient with a tumor 
low in the rectum who is a very poor risk. This con- 
sists in a sigmoid-loop colostomy followed within 
two weeks by a posterior resection of the rectum 
and lower sigmoid. 

All patients undergoing abdominoperineal resec- 
tions received transfusions during operation. The 
average number of transfusions in such cases 
was two and a half. 

In most of the Miles operations the end of the 
sigmoid was brought out through the left rectus 
incision as the permanent colostomy, and the lateral 
gutter was closed. During this period catgut sutures 
were usually used. There were 17 cases of hernia 
around the stoma, though none of these were inca- 
pacitating. With the use of a transverse incision 
and cotton sutures we have had no hernias. 

The average time in the hospital after operation 
was thirty-five days. Since 1942 it has been twenty- 
eight days, and many patients go home in three 
weeks. 

The time required for the healing of the posterior 
wound varied greatly. Five were healed in one 
month, and yet 15 required over three months. 

Urinary-tract complications were frequent. All 
patients were placed on constant bladder drainage 
through a urethral catheter. The average time until 
the patient could void with negligible residual urine 
was nineteen days. Five patients had some per- 
manent difficulty in urinary control. 

The five-year results are as follows. Of the 35 
patients who had the Miles operation with hope 
of cure 7 were postoperative fatalities, 13 are well, 
9 died without any evidence of recurrence, 2 died 
with possible recurrence though there was no evi- 
dence of it on recent examination, 2 are living with 
recurrence, and 2 died with definite recurrence. 
One patient with a two-stage resection by the Daniel 
F. Jones technic, 1 with a Hochenegg sphincter- 
saving operation and 1 with a local removal of a 
malignant polyp are alive and well after five years. 
Nine Lockhart-Mummery operations were done 
in cases in which the liver was not involved. One 
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of these patients is living with recurrence, 1 died 
with cancer, and 2 died with questionable recurrence 
of cancer. The other 5 died without evidence of 
recurrence. All the patients on whom palliative 
operations were done are dead. 

These results are not so good as many that have 
recently been reported. The high operative mor- 
tality of the earlier years can be attributed to lack 
of experience. The use of chemotherapy and a 
better understanding of fluid balance have also 
assisted in improving the results. In the past six 
years the mortality for the radical resections with- 
out liver metastases has been 6.6 per cent, and in 
three of the years there were no postoperative 
deaths in this group. 

In the 10 cases without obvious liver metastases 
in which there were recurrences or suspected recur- 


TABLE 1. 
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peritoneal reflection. The patients with extraperi- 
toneal rectal carcinomas had a 74.4 per cent five- 
year survival without lymph-node metastases, 
whereas those with involved nodes showed 37.5 
per cent alive after five years. The corresponding 
figures for the intraperitoneal rectal and sigmoid 
lesions were 90 per cent and 51.4 per cent. 

Twenty patients had x-ray treatment after a 
colostomy. Twelve of these are considered to have 
obtained definite relief and improvement. One sur- 
vived over four years, and 1 over five years after 
the onset of symptoms. 


SUMMARY AND CONCLUSIONS 


The 112 cases of cancer of the rectum receiving 
surgical treatment at the Westfield State Sana- 


torium more than five years ago have been reviewed. 


Patients Surviving Operation without Known Liver Metastases. 


No. or 
Cases 


Lympu-Nope 


Type or OpeRATION 
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Lockhart-Mummery . 
Lynch posterior resection .... 
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rences, 8 patients had local extension beyond the 
bowel, and 2 had vascular invasion in addition to 
an anaplastic type of lesion microscopically. 

The results according to metastases in the 
regional nodes are shown in Table 1. Of the 32 
patients without positive evidence of lymph node 
involvement 15 are well over five years later. 
Eliminating the 11 patients who died without any 
evidence of cancer gives 71.4 per cent apparent 
cures. For the Miles procedure alone our figure is 
81.2 per cent. Of the 8 patients with involved lymph 
nodes only 1 was apparently cured. Eliminating 
the 3 patients who died without recurrence gives 
a 20 per cent five-year cure. These figures are some- 
what similar to most of those recently reported. 
Colcock! reports from the Lahey Clinic 60 per cent 
five-year survivals in which the lymph nodes were 
not involved and 30.2 per cent in which they showed 
metastases. Rankin’s? comparable figures are 43.8 
per cent without lymph-node involvement and 27.3 
per cent with metastases. In a very thorough study 
of involved lymph nodes Gilchrist and David* found 
their results better when the lesion was above the 


It is realized that this series is small and that many 
of the rates are based on too few cases to be statis- 
tically significant. The operative mortality has 
steadily decreased with increasing experience, the 
most rapid drop occurring in 1942 with the intro- 
duction of chemotherapy and a better understand- 
ing of body chemistry. The Miles abdominoperineal 
operation is the procedure of choice for most can- 
cers of the rectum. It apparently cured 81.2 per 
cent of our patients without obvious metastases 
who did not die of other causes. Those who sur- 
vive lead normal lives and are not significantly 
hampered by a colostomy. Many more patients 
could be placed in this relatively fortunate group _ 
if every physician would make an adequate rectal 
examination whenever a patient reports a change 
in bowel habits or rectal bleeding. 
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MEDICAL PROGRESS 


VIRAL HEPATITIS* 


SypneEy S. Geis, M.D.,f anp A. Janeway, M.D.} 


BOSTON 


ECENT articles concerning infections of the 
liver by viral agents’’? have reviewed with 
great detail present-day concepts of such infections. 
The purpose of the present report is to summarize 
briefly the studies published during 1947 and 
the early part of 1948 on infectious hepatitis and 
homologous serum hepatitis. 
Owing to the fact that no laboratory animals have 
been found to be susceptible to hepatitis virus, 
human volunteers still form the only source of 
experimental tests designed to furnish additional 
information regarding the etiologic agent or agents. 
As a result, modern knowledge of the virus of hepa- 
titis is based on extremely limited studies, some of 
which have served to cloud rather than elucidate 
controversial issues concerning the nature, mode of 
spread, contagiousness, incubation period, immuno- 
logic relations and control of the viral agent. Per- 
‘haps the most controversial problem is the rela- 
tion between the agent of infectious hepatitis and 
homologous serum jaundice.’ Despite experimental 
work carried out during the past few years, which 
appears to establish the agents as separate though 
closely related entities, workers in this field continue 
to endeavor to prove that the agents are one and the 
same, differing in their behavior by virtue of differ- 
ent modes of entry into the body. It seems reason- 
able to expect that the clarification of this particular 
problem can come not from field studies or theo- 
retical considerations but from further experimental 
work with volunteers. Despite the similarities of 
the two types of viral hepatitis, infectious hepatitis 
and homologous serum hepatitis are considered 
separately for purposes of review. 


InFEcTious HEPATITIS 
Clinical Studies 


Relatively little regarding clinical findings has 
been added to the literature on hepatitis during 
the past year. Several articles have appeared 
reviewing the clinical course of the disease.*~® 
Goodman’ points out the need of recognizing that 
infectious hepatitis is a generalized disease, with 
liver involvement as the most striking manifesta- 
tion. In his series splenomegaly occurred in 48 per 
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cent of the patients, although lymphadenopathy, 
which has been stressed by Barker,’ was not present. 
In Goodman’s series, the white-cell count varied 
from 2450 to 9000, with a normal differential count 
in the initial stages and a subsequent absolute 
increase in lymphocytes and mononuclear cells, 
which frequently showed vacuolization. He con- 
cludes that infectious hepatitis is a disease of the 
reticuloendothelial system, and that the liver 
changes that were so striking in soldiers of World 
War II were exaggerated owing to the poor state 
of nutrition of the men at the time of their infection. 

Kunkel and Hoagland’ have added to the clinical 
findings of infectious hepatitis the occurrence of 
spider angiomas in patients with this disease — a 
finding that, though previously observed, had been 
little emphasized. They found that approximately 
30 per cent of the patients developed spider 
angiomas during the acute stage of the disease and 
that the incidence was much higher among patients 
with chronic hepatitis. The authors believe that 
the angiomas serve as a useful physical sign for fol- 
lowing the transition from acute to chronic in- 
fectious hepatitis. Furthermore, their appearance 
in patients who have never developed frank jaun- 
dice may be of considerable help in the diagnosis of 
infectious hepatitis. It is also of interest that 
angiomas persist for a long time after a short, 
apparently mild attack of hepatitis. 

Headache, which frequently occurs in patients 
early in the course of infectious hepatitis, was 
reported by Zimmerman et al.® to be present in 70 
per cent of their cases, and the authors comment 
on the localization of the pain, which in most of the 
patients was orbital or frontal. In their series, 
itching of the skin occurred in 20 per cent of the 
patients, an unusually high figure in hepatitis. 

Roentgenographic and gastroscopic studies of the 
stomach and duodenum of human volunteers with 
experimentally induced infectious hepatitis!® have 
confirmed earlier reports of the presence of gas- 
tritis and duodenitis in infectious hepatitis. Inflam- 
mation of the gastrointestinal tract apparently 
occurs early in the disease and may last into con- 
valescence. 


Infectious Hepatitis in Children , 


Although this disease has always been considered 
to be milder in children than in adults, relatively 
few studies employing modern laboratory methods 
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in children have appeared in the literature. In the 
two institutional outbreaks reported by Horst- 
mann and his co-workers,” studies comparable to 
those made in Army and civilian outbreaks involv- 
ing adults reveal that the disease in children is 
indeed a mild one: the icteric stage averaged 9.8 
days, whereas in military personnel the average 
period of icterus was 27 days; and no patient 
revealed evidence of protracted convalescence or 
prolonged jaundice. The authors point out that 
differences in epidemics can be due to variations in 
virus strains; however, inasmuch as previous obser- 
vations are similar to those of the present study, 
it appears reasonable to conclude that the disease 
is milder in children. Randolph and DeVito,” in 
a review of 32 children with infectious hepatitis 
seen at the Children’s Hospital, Washington, D. C., 
found that all but 3 had fever with their infection 
and that the highest temperature occurred during 
the first two days of the preicteric stage, which aver- 
aged 7 days. In their series there were three times 
as many female as male patients. Webb et al."* have 
observed in children with acute infectious hepatitis 
a higher incidence of hepatitis without jaundice 
than with jaundice. The great difference in inci- 
dence of hepatitis without jaundice in various out- 
breaks reported is interesting; it suggests either 
variations in the strains of virus or different criteria 
for the diagnosis of the syndrome. Furthermore, the 
similarities between infectious hepatitis with or with- 
out jaundice and infectious mononucleosis suggest 
that other diseases give rise to the clinical picture 
of viral hepatitis. For this reason the diagnosis of 
infectious hepatitis should be made by exclusion." 
Abrams!® has reported a patient with infectious 
mononucleosis whose jaundice persisted for eleven 
weeks. This author emphasizes the need of repeated 
heterophil-antibody tests in patients with apparent 
infectious hepatitis before the diagnosis of infectious 
mononucleosis is excluded. Sufficient testing for 
heterophil antibodies appears to have been per- 
formed to date so that the test when positive may 
be used to distinguish between infectious hepatitis 
and infectious mononucleosis. McNicholl'® has 
reported 2 patients with hepatitis possibly related 
to mumps. One developed jaundice and liver 
enlargement within a week of the onset of mumps 
while the parotid swelling was still present. The 
second patient was an adult whose jaundice and 
liver enlargement occurred five weeks after the onset 
of the parotitis. Although it is possible that the 
liver involvement in these patients was due to 
infectious hepatitis, numerous infections may give 
rise to inflammation ofthe liver with a clinical pic- 
ture similar to that of acute infectious hepatitis. 


Chronic Infectious Hepatitis 


At present the relatively new concept of a chronic 
stage of infectious hepatitis has been widely 
accepted. There can be no valid argument against 
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this concept when applied to patients who, recover- 
ing from their acute illness, continue to have large, 
tender livers, anorexia, nausea, right-upper-quad- 
rant pain and laboratory tests indicative of persist- 
ent liver disturbance. However, the diagnosis of 
chronic hepatitis in patients clinically recovered 
from their disease, but whose laboratory tests con- 
tinue positive, is still a matter of controversy and 
will continue so until improved tests or greater 
understanding of present-day tests have been 
achieved. The diagnosis on the basis of the per- 
sistence of a single type of positive test is open to 
question, but the minimal amount of liver dysfunc- 
tion, as measured by modern laboratory tests, 
required to warrant the diagnosis has not yet been 
established. There is still no single test to deter- 
mine liver dysfunction in infectious hepatitis com- 
parable to the sedimentation rate in the determina- 
tion of persistent rheumatic activity. Thus, until 
chronic hepatitis is more clearly defined, the 
reported incidence of this stage of the disease will 
vary considerably. 

Klatskin and Rappaport,!”? in a study of 217 
patients considered fully recovered from acute 
infectious hepatitis, found that half had residua 
consisting of fat intolerance, liver pains, hep- 
atomegaly or impaired liver function for periods 
ranging up to twenty-seven years. The only factor 
they could correlate with the occurrence of residua 
was the intensity of jaundice during the acute 
attack; they found no relation between lack of bed 
rest and persistence of symptoms and signs. Since 
no liver biopsies were done on these patients, the 
authors were unable to relate the findings to struc- 
tural changes. Kunkel, Labby and Hoagland’® 
studied 350 men with acute infectious hepatitis and 
found that 60 (17 per cent) showed an abnormal 
convalescence; of these, 47 suffered a simple relapse 
with recovery, 2 a relapse with transition to chronic 
hepatitis, 4 chronic hepatitis and 7 persistent hyper- 
bilirubinemia. Eight patients (2.3 per cent) did 
not recover completely after more thana year. The 
authors point out that these were older men and 
suggest that more conservative care is needed for ™ 
patients over thirty years of age than for those in 
the younger age groups. 

The relation between chronic hepatitis and cir- 
rhosis of the liver continues to be a highly controver- 
sial one.!® On theoretical grounds alone, infectious 
hepatitis appears to be a likely explanation for many 
cases of cirrhosis of the liver, in view of the fact that 
it may occur without visible jaundice and therefore 
not be diagnosed. Klatskin and Rappaport!’ found 
no symptoms of portal cirrhosis in their series but 
state that nodular cirrhosis may follow infectious 
hepatitis. Howard and Watson®® have collected 


6 cases of cholangiolitic (Hanot) cirrhosis and 15 
of portal (Laennec) cirrhosis in which there was an 
antecedent history indicative of infectious hepatitis. 
These authors believe that in a certain small per- 
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centage of cases hepatitis becomes chronic or recur- 
rent and may ultimately lead to cirrhosis. On the 
other hand, when patients with cirrhosis are studied, 
it is their opinion that antecedent hepatitis plays a 
significant etiologic role. Flood and James” studied 
37 patients with viral hepatitis persisting for over 
two months after the onset of symptoms. Biopsies 
were performed on 15, in 12 of whom the biopsy 
showed evidence of periportal inflammation at inter- 
vals varying from two to twenty-five months after 
onset. The authors concluded from their series that 
there was little to suggest cirrhosis, and that com- 
plete recovery is to be expected after prolonged 
hepatitis. However, 1 patient in the series with 
homologous serum hepatitis, whose symptoms never 
completely disappeared, and whose death occurred 
three years after the onset of symptoms, revealed 
marked cirrhosis of the liver at post-mortem exami- 
nation. It is stated that this case, which “‘may have 
been a sequel of acute hepatitis, should be inter- 
preted with caution because of the rarity of frank 
cirrhosis following acute hepatitis.” If this case is 
included, one might also draw the conclusion that 
cirrhosis after acute hepatitis is not such a rare con- 
dition. Fearnley” reported a patient who developed 
clinical signs of portal cirrhosis of the liver with 
ascites four years after an attack of infectious hepa- 
titis. At post-mortem examination, however, the 
liver showed subacute necrosis with a multiple 
nodular hyperplasia. Spellberg™ described 2 cases 
of portal cirrhosis following acute hepatitis, prob- 
ably of the homologous serum type. Sherlock 
reported 9 patients with cirrhosis developing after 
infectious hepatitis and concluded that infectious 
hepatitis appears to be an important etiologic factor 
in classic portal cirrhosis. 

Kelsall, Stewart and Witts,?®> in reviewing their 
cases of subacute and chronic hepatitis, came to the 
conclusion that in hepatitis as in nephritis every 
gradation of chronicity exists and that various types 
of cirrhosis may develop in the course of the hepa- 
titis, whether it is due to a virus, a chemical poison 
or an unknown etiologic agent. They reported that 
in the Oxford area cirrhosis is considerably more 
common in women than in men and that alcohol 
no longer ranks as an important etiologic factor. 
In his follow-up examination of 400 Navy men with 
acute infectious hepatitis who had been studied 
from the onset of the disease Kunkel! found none 
who had developed ascites or other evidence of 
severe cirrhosis. However, he studied 5 other 
young service men”* in whom liver biopsy or post- 
mortem examination revealed large masses of 
regenerated liver cells without a lobular pattern, 
surrounded by dense areas of fibrous tissue. He 
believed that the picture was different from that 
in the usual portal cirrhosis and appeared similar 
to the post-necrotic type of cirrhosis described by 
Mallory. As further evidence of the difference 
between post-hepatic cirrhosis and portal cirrhosis, 
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Kunkel states that the former is rarely amen- 
able to the usual dietary forms of treatment 
that are valuable in portal cirrhosis. In another 
series of 82 patients with acute infectious hepatitis, 
studied in Army hospitals?? 4 were considered 
to have gone on to early cirrhosis. This diagnosis 
was not confirmed by biopsy. McHardy et al.” 
reported the cases of 16 patients with initially severe 
infectious hepatitis in whom, on the average of three 
years from the subsidence of jaundice, peritoneos- 
copy and biopsy revealed significant cirrhotic 
changes. The authors believed that “there is a 
definite relationship of prolonged severe infectious 
hepatitis to a ‘chronic latent hepatitis’ and to 
actual cirrhosis, despite some opposing opinions.” 

The solution to the problem of the relation of 
cirrhosis to viral hepatitis appears to lie in the long- 
term studies of military personnel involved in epi- 
demics of this disease being conducted by the 
Veterans Administration. The investigation of 
histories of patients with fully established cirrhosis 
is of questionable value inasmuch as their original 
illness is of uncertain etiology. 

Little is known at present of the presence of virus 
in the patient with chronic hepatitis. Numerous 
blood banks refuse as donors volunteers with a past 
history of jaundice; others accept as donors volun- 
teers who have had no history of jaundice during 
the preceding six months or a year. There is no 
scientific basis for either choice since little is known 
regarding the maximum period during which the 
patient with infectious hepatitis or homologous 
serum jaundice may act as a carrier of hepatitis 
virus. If such knowledge were available, the fact 
that either type of disease may occur without visible 
jaundice makes the task of refusing as donors volun- 
teers with a past history of hepatitis a formidable 
one indeed. During the past year one study was 
conducted to determine the presence of virus in 
patients with chronic hepatitis.2® Feces, serum and 
liver-biopsy material collected from patients with 
chronic hepatitis three to twelve months after the 
onset of their disease were administered orally to 
volunteers. Several of the men developed mild to 
moderate illness after ingestion of the feces and liver 
preparations; no illness resulted from the ingestion 
of serum. Although the illnesses were frequently 
suggestive of hepatitis, the absence of confirmatory 
laboratory findings makes definite conclusions 
regarding the persistence of the virus in the 
materials studied impossible, and further studies 
will be necessary. 


Mode of Transmission 


Although several modes of spread of the virus 
of infectious hepatitis have been suggested, there 
has been no proof favoring any one method of trans- 
mission with the exception of spread through con- 
taminated drinking water. Numerous outbreaks 
reported in the literature do not, however, appear 
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to be explained by the ingestion of contaminated 
water, and contact and respiratory spread still seem 
likely. Trussell® has recently reported an outbreak 
in military personnel that he regards as suggesting 
transmission of the virus by flies or by food 
handlers, utensils, dishwater and food. Anderson,” 
in reviewing infectious hepatitis in Iceland, where 
the disease has been four times greater in rural than 
in urban areas, attributed the difference to the poor 
disposal of excreta in the rural areas. He believes 
that in Iceland the infection is spread by dust-borne 
dried excreta. Harrison® has reported an outbreak 
that appeared to originate from a polluted well but 
offers no direct proof of this method of spread of 
the disease. 


Virus Strains 


The reports from Denmark during the past year 
of a.malignant form of hepatitis*® *4 again raise the 
possibility that there are various strains of infectious 
hepatitis virus. The outbreaks in Denmark have 
involved primarily women past the menopause, 
with a mortality of 50 to 61 per cent. The duration 
of the illness was four to nine months, a period much 
longer than that of infectious hepatitis seen in other 
parts of the world. In addition, evidence of portal 
obstruction in the form of ascites and edema was 
striking in these patients, and there was widespread 
destruction of liver cells, with replacement by 
fibrous tissue in the chronic cases. Infectious hepa- 
titis as observed in this country and Europe occurs 
primarily in children and young adults; hence its 
relation to the malignant hepatitis seen in Denmark 
is obscure. Whether or not malignant hepatitis is 
due to a virus remains to be determined, as does 
its relation to infectious hepatitis. 

Stokes and Miller*® have reported an outbreak 
of severe infectious hepatitis in Burma with a mor- 
tality of 2.0 per cent, and raise the question whether 
the higher mortality is due to an increase in 
virulence of the virus. The importance of the state 
of nutrition of people involved in an outbreak as a 
determining factor in the severity of the disease 
still remains to be determined, though these authors 
believe the higher mortality cannot be explained on 
a nutritional basis, but is due to increased virulence 
of the virus. 


Infectious Hepatitis in Pregnancy 


Martin and Ferguson** have reported 4 cases of 
infectious hepatitis in pregnant women, 2 of whom 
had prolonged periods of jaundice. According to 
these writers hepatitis has been infrequent during 
pregnancy. There were no deaths in the mothers, 
and the 2 deaths in the offspring could not be 
attributed to the maternal disease. The authors 
believe that interruption of pregnancy should be 
considered if the patient’s disease is severe and sug- 
gest the prophylactic use of gamma globulin in preg- 
nant women exposed to the disease. 
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Zondek and Bromberg*’ have recently recorded 
29 cases of infectious hepatitis occurring during . 
pregnancy. Five women died of acute liver atrophy, 
and 2 developed chronic hepatitis. These writers 
found that premature deliveries were frequent in 
the women with severe hepatitis but that no effect 
on the fetus could be demonstrated. All the severe 
and fatal cases occurred during the latter part of 
the second half of pregnancy in women with poor 
nutrition. In contrast to Martin and Ferguson, 
Zondek and Bromberg believe that the clinical 
course of the disease is aggravated after spontaneous 
abortion, and therefore argue against the artificial 
interruption of pregnancy. Decrease in blood urea 
and a positive estrone clearance test indicated 
severity of the disease more successfully than other 
tests of liver function. The authors were unable 
to determine a correlation between intensity of 
jaundice and severity of the clinical course. 


Treatment 


To date, no therapy has clearly affected the 
course of acute infectious hepatitis other than bed 
rest and a high-protein diet. Kunkel’ has re- 
emphasized the value of a high-protein, normal- 
fat and normal-carbohydrate diet in the treatment 
of infectious hepatitis; he believes that the low-fat 
diet is very unpalatable and hence causes a fall in 
caloric intake. Jones and Volwiler** similarly main- 
tain that a rigid restriction of fat is unwise in the 
treatment of hepatitis and point out that “when 
protein intake is maintained at a high level, there 
is as yet no real evidence that a moderately high 
fat intake will harm the liver or enhance toxic 
injury.” 

No definite value can be attributed at present 
to the use of methionine, choline chloride, liver 
extract or vitamins in the therapy of infectious 
hepatitis.** Hanger et al. believe that normal human 
serum albumin administered to patients with 
severely damaged livers and ascites and edema is 
beneficial. 

There appears to be almost universal acceptance 
at present of the importance of bed rest in acuten 
infectious hepatitis.*® Klatskin and Rappaport,'’ 
as stated above, failed to find any correlation 
between lack of bed rest and persistence of signs and 
symptoms of chronic hepatitis, but the experience 
of most investigators has shown a definite relation 
between the early return of patients to full activity 
and the recurrence or persistence of signs and symp- 
toms of hepatitis. Infectious hepatitis is a disease 
comparable to rheumatic fever; the patient should 
continue bed rest not only until the signs and symp- 
toms of the disease have disappeared but also until 
most of the laboratory tests for liver dysfunction 
have returned to normal. Such tests must be 
weighed with caution; the persistence of an abnor- 
mal bromsulfalein retention is of much greater sig- 
nificance than a positive thymol-flocculation test. 
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Since the latter may persist for a long time after 
this disease and its exact significance is as yet 
unknown, it appears unwise to insist on bed rest 
until this test reaches normal. As in rheumatic fever 
the return of a patient to full activity should be 
graduated and should be accompanied by clinical 
and laboratory investigation for evidence of recur- 
rence of liver dysfunction. 


Prevention 


Although gamma globulin is of great value in 
the prevention of infectious hepatitis, its practical 
use is limited to outbreaks of the disease in institu- 
tions and camps and in the rare family such as the 
one described by Kunkel and Hoagland,* in which 
several members developed the disease. Since 
infectious hepatitis during childhood is mild the use 
of gamma globulin to prevent the disease in normal 
healthy children might well be open to question. 
There can be no disagreement, however, concerning 
its use in pregnant women or in adults and children 
with various types of chronic disease. Even in this 
group its value is limited owing to the fact that 
exposure to hepatitis without jaundice may occur 
and not be recognized. 

In view of the several possible methods of spread 
of the virus, real control of infectious hepatitis will 
be achieved only when a vaccine becomes available. 
Until that time methods for the- prevention of 
spread of the disease must be sought. Neefe and 
his associates,*? who in the past have stressed con- 
taminated drinking water as the means of spread 
of the virus agent, have extended their studies of 
the action of chlorine on the virus of infectious hepa- 
titis. They have found that a thirty-minute residual 
total chlorine concentration of one part per million 
was effective in inactivating the virus in water that 
had been coagulated, settled and filtered but was 
ineffective when employed in previously untreated 
water. They have not yet determined the minimal 
effective dose of chlorine in coagulated, settled and 
filtered water; as a result the efficacy of modern 
municipal methods of water treatment against this 
virus is still unknown. 


Homo.ocous SERuM HEPpartITIs 


The majority of the work on homologous serum 
hepatitis reported during the past year and a half 
comprises studies on the incidence of jaundice after 
transfusion with pooled plasma. The Committee 
on Blood and Blood Derivatives of the Advisory 
Board on Health Services of the American National 
Red Cross has emphasized the potential risk to 
patients in the administration of pooled plasma, 
recommending instead the use of whole blood or 
normal human serum albumin. During the past 
year Brightman and Korns,® in a follow-up study 
of patients transfused with pooled plasma, have 
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reported a 4.5 per cent incidence of homologous 
serum jaundice. Rosenthal found that 4.08 per 
cent of the patients in his study developed jaundice 
after transfusion with plasma or plasma and whole 
blood. No patient receiving whole blood alone 
developed homologous serum hepatitis. Scheinberg, 
Kinney and Janeway,® in investigating jaundice 
following plasma and blood transfusions at the 
Peter Bent Brigham Hospital, estimated that 1 case 
of jaundice occurred in every 86 transfusions. 

All such studies to date reveal that the use of 
pooled plasma provides a real danger and should 
be avoided whenever possible. No investigation 
has yet been made regarding the incidence of hepa- 
titis without jaundice after transfusion with whole 
blood or blood products, and it is extremely likely 
that the true incidence of homologous serum hepa- 


, titis is higher than present studies indicate. 


“Syringe” Jaundice 


The transmission of hepatitis virus by means of 
improperly sterilized syringes and needles is now 
well established. During the past year several addi- 
tional reports of jaundice transmitted by syringe 
were published. Truelove and Hogben** found 
that approximately 50 per cent of syphilitic patients © 
started on arsenical treatment in certain British 
military venereal-disease centers developed jaun- 
dice; when syringes were sterilized by boiling, the 
incidence of jaundice fell to about 5 per cent. 
Turner” reported a series of cases of what appeared 
to be homologous serum jaundice after penicillin 
injections in which syringes were not sterilized 
between patients but sterile needles were employed. 
Capps, Sborov and Scheiffley*® described an out- 
break of hepatitis apparently due to transmission 
of virus by syringes. One hundred and ten men 
received an intramuscular injection of tetanus 
toxoid; the material was administered from 10-cc. 
syringes containing ten doses each, and needles were 
changed between patients. The authors estimated 
that at least 20 per cent of the men developed acute 
infectious hepatitis. The incubation period varied 
from 21 to 38 days in 21 men and was 15 and 16 
days respectively in 2 others. Because of the short 
incubation period, the authors concluded that they 
were dealing with the epidemic virus of infectious 
hepatitis. The posibility that this was a spon- 
taneous outbreak of infectious hepatitis and not 
disease transmitted by syringe cannot be excluded. 
Ninety-one per cent of the cases had no jaundice; 
the laboratory findings on which the diagnosis of 
hepatitis without jaundice were based were fre- 
quently borderline, and the diagnosis in a number 
of these men is therefore open to question. 

Chalmers*® presented an interesting study of 
jaundice in patients with malaria induced by blood 
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inoculation. He found that of 450 patients treated 
with malaria 36 developed jaundice and that only 
half of these had their jaundice during the attack 
of malaria. He speculates on the possibility that 
‘these delayed cases of jaundice are due to homol- 
ogous serum hepatitis. 


Clinical and Pathological Studies 


Several clinical and pathological reviews of homol- 
ogous serum hepatitis have been published during 
the past year**-® but little has been added to the 
literature previously reported. Klatskin and 
Rappaport™ describe the cases of 2 patients who, 
during convalescence from homologous serum hepa- 
titis, developed bilateral gynecomastia. In 1 case 
the enlargement developed seven weeks after onset 
of the disease when jaundice had largely subsided, 
and in the other fourteen weeks after onset. Gyne- 
comastia is not a rare finding in cirrhosis of the liver 
and is thought to be due to the resultant hyper- 
estrinemia. The authors believe that though both 
patients had unusually severe and protracted jaun- 
dice, there was no evidence of the development of 
cirrhosis. 


Epidemiologic Studies 


Gauld®> has reported an interesting study of 
homologous serum jaundice and infectious hepa- 
titis in Army personnel in the Mediterranean 
Theater of Operations. He found that men who 
had had an attack of homologous serum jaundice 
(from yellow-fever vaccine) had less immunity to 
infectious hepatitis than men with no previous jaun- 
dice. In addition, soldiers who had contracted infec- 
tious hepatitis appeared to develop an immunity 
to subsequent development of infectious hepatitis. 
These studies are in accord with human experiments 
in the past, which indicate that there is no cross- 
immunity between homologous serum hepatitis 
and infectious hepatitis. 

McKinlay and Truelove,®* in similar studies 
conducted among Canadian and New Zealand 
troops stationed in Italy, found that in these men 
the incidence of homologous (post-arsphenamine) 
serum jaundice, unlike infectious hepatitis, was 
uninfluenced by age and had no striking seasonal 
variation. They also determined that previous 
attacks of infectious hepatitis conferred no 
immunity to homologous serum jaundice and con- 
cluded that the two diseases were caused by differ- 
ent viral agents. 

Aycock and Oren*’ have published an interest- 
ing study of infectious hepatitis and homologous 
serum hepatitis. They argue that the virus of homol- 
ogous serum hepatitis has a long incubation period 
because it enters the body with serum that may 
contain antibodies and thus prolong the incubation 
period, whereas in infectious hepatitis the virus 
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(from feces or nasal secretions) enters free of such 
antibodies, resulting in a short incubation period. 
They believe that analogous studies in poliomyelitis 
and influenza suggest that the two viruses of 
infectious hepatitis and homologous serum hepa- 
titis are not different entities and that infectious 
hepatitis serves as the “virus reservoir” for homol- 
ogous serum hepatitis. Although the results of 
experimental studies in volunteers with these 
viruses are not in accord with the views of Aycock 
and Oren, it must be re-emphasized that the work 
with volunteers has of necessity been limited, 
requiring further confirmation before definite con- 
clusions regarding the relation of the viral agents 
can be reached. 


Homologous Serum Hepatitis in Infancy 


During 1947 the first cases of homologous serum 
hepatitis in infants were reported. Three infants 
developed.the disease after plasma transfusions,“ © 
and a fourth after blood transfusion.®® Two infants 
died with necrosis of the liver. Karelitz®® has 
reported 6 infants who developed homologous 
serum hepatitis, 5 after plasma transfusion and 
1 after whole-blood transfusion. Four patients in 
his series died of acute liver necrosis. Although 
the danger of homologous serum hepatitis after 
whole-blood transfusion is far less than that of hepa- 
titis after pooled-plasma transfusion, the occurrence 
of this disease in 2 infants with erythroblastosis 
fetalis treated with replacement transfusion empha- 
sizes the increasing risk with multiple transfusions. 

Scott and Tovey® reported a case of homologous 
serum hepatitis in a young mother who received 
two bottles of plasma and one of blood at the time 
of delivery. Although she developed jaundice 
seventy-nine days later, 2 infants whom she had 
been nursing (her own and that of a neighbor) did 
not develop the disease. It is of interest to specu- 
late on the possibility that the virus of homologous 
serum hepatitis passes into the breast milk. How- 
ever, if virus were present in breast milk, it is 
unlikely that disease would result in nursing infants 
since experimental work with human volunteers 
appears to show that the virus of homologous serum 
hepatitis is ineffective when administered orally. 


Prevention of Homologous Serum Jaundice 


Because of the value of gamma globulin in the 
prevention of infectious hepatitis, investigations 
of its use in the prophylaxis of homologous serum 
hepatitis naturally followed. Although _ initial 
studies indicated that gamma globulin was effective 
as a method of prevention, two reports published 
in 1947 failed to confirm the earlier findings.‘® ® 
Duncan et al.® believed that the discrepancy in the 
findings might be explained by the fact that two 
injections of globulin thirty days apart were given 
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in the earlier studies, whereas in those reported 
during the past year only a single injection was 
administered. In view of the long incubation period 
of homologous serum jaundice it appeared possible 
that the passive immunity conferred by a single 
injection was of too brief duration. The use of 
gamma globulin in prophylaxis, though of practical 
value in military personnel, would be difficult to 
employ in the civilian population. 

Much interest and hope is centered about the 
use of ultraviolet irradiation as a means of inacti- 
vating the virus of homologous serum hepatitis in 
blood and blood products since the report by Oli- 
phant in 1944 indicating that such irradiation 
appeared of value. Although MacCallum failed to 
substantiate Oliphant’s findings, the method 
appeared promising and worthy of further investi- 
gation. Wolf and his co-workers® have reported 
the administration of irradiated plasma to 21 per- 
sons without untoward reaction. They tentatively 
concluded that the irradiation of plasma appeared 
to be a safe procedure that will free plasma from 
the presence of active virus of homologous serum 
jaundice. These writers offer no evidence that the 
virus is inactivated, and studies investigating the 
incidence of homologous serum jaundice in patients 
receiving irradiated plasma will be awaited with 
much interest.* Gellis et al.*! have reported the use 
of heat in an attempt to ensure the inactivation of 
hepatitis virus in normal human serum albumin so- 
lution. Bird, Enders and Boyd® have shown that 
certain viruses (Theiler’s mouse-encephalomyelitis 
virus, vaccinia virus, tobacco-mosaic virus and 
tobacco-necrosis virus) added to pooled plasma sur- 
vived fractionation and were found in all fractions 
prepared from the plasma. It therefore appears 
possible that the hepatitis virus might similarly 
survive fractionation and appear in the albumin. 
Albumin solutions to which the virus was added, 
heated to 60°C. for ten hours, failed to give rise to 
homologous serum hepatitis when injected into 
volunteers, whereas the injection of unheated mix- 
ture of albumin and virus resulted in hepatitis 
though without clinical jaundice. These writers 
did not determine the minimum degree of heating 
required to inactivate the virus. All albumin solu- 
tions are now heated at 60°C. for ten hours as a 
routine procedure; on the basis of these limited 
studies albumin solution appears to be free of active 
hepatitis virus. This method can be applied to 
albumin owing to the fact that albumin solutions 
can be stabilized to withstand heating, but is not 
applicable to serum, plasma or whole blood. 

*Blanchard and his co-workers, in a personal communication, reported 
the successful inactivation of the virus of homologous serum he atitis 


by ultraviolet irradiation of plasma. Their experiments were conducted 
on volunteers inoculated with plasma known to contain the viral agent. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


PROCEEDINGS OF THE ONE-HUNDRED AND FIFTY-SEVENTH ANNIVERSARY 
House of Delegates, June % 2 and 3, 1948 


HE House of Delegates convened at Went- Leslie K. Sycamore (chairman), Joseph N. Friborg 

worth Hotel, Newcastle, on June 1, 1948, and Fred Fernald. To the Committee on Memorials 

at 7:30 p.m., with Speaker Donald G. McIvor, and Communications, he appointed Drs. Brown, 

presiding. Cayward and Moriarty. To the Committee on 
The following members answered the roll call: Nominations, he appointed, Drs. Dye, Parsons, 
The President, ex-officio House, Crisp and Whittaker. 


The Vice-President, ex-officio On motion duly made and seconded, it was voted 
The Secretary-Treasurer, ex-officio ‘ 
Nathan Brody, Laconia to omit the reading of the previous minutes, because 
F. of the publication of the proceedings. 
e, Wolfeboro 
Frania 3. C. Dube, Center Ossipee On motion duly made and seconded, it was voted 
alternate to dispense with the reading of the reports of the 
Marjorie A. r Facsone, Colebrook councilors, since they will be published in the 
“Appleton, Gorham Transactions. 
McKinlay, Haverhill The secretary-treasurer, Dr. Carleton R. Metcalf, 
os ee presented his report as follows: 
eginal ouse, Hanover ee 
h N. Friborg, Manchest 
reser E. gy Fan tance The total membership on December 31, 1946 was 557; 
that on December 31, 1947, was as follows: 
aire aywar ew Ipswic 
Daniel J. Sullivan, "Nashua PAID 
A. E. Barcomb, Rochester, alternate ener; ee 
Deering G. Smith, Nashua — 55 
The Speaker declared a quorum present, and ap-  _ ests 
pointed the Credentials Committee as follows: Drs. Members in ervice aid delinquents 
Johnston, MacMillan and House. To the Com- — 41 


mittee on Officers’ Reports, he appointed Drs. 
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abilities. This schedule and agreement must be renewed 


Financia, STATEMENT 
he annually. It it meets with the approval of the delegates 


balance I shall sign and submit to the Veterans Administration 
Carroll County ..:......-. 140.00 the necessary papers each year until further notice. 
Cheshire County .......- 310.00 Two new committees were added to our roster: the 
medals to the men who have been members for fifty con- 
Strafford County 410.00 secutive years. The Indiana Medical Society, instead 
Dues collected at annual meeting 26. medal, may be worn in the lapel. 
em rs not in count society ere avea samp e utton here t is evening. 
ational P $22; Hillsborough The round-table conferences have been increased to two- 
County, $92; Strafford Sousty, $41; Merrimack County, hour periods on the morning of each day. 
ihe 850; Rockingham County, $56 120.00 The committee that arranged this annual meeting 
"(Hillsborough County, $20; Rockingham County, 1946, ; decided, for reasons described in a circular, to omit ex- 
$40, Rockingham County, 1947, $35; Merrimack County, ty the Se ee Pig wished to have members of 
) ; the Society present brief papers at the afternoon sessions. 
For this reason at these sessions we are having only four 
Check No. 1414 stopped payment for Benevolence Fund out-of-State speakers. The Committee sent postal cards 
(Merrimack County) ...... 20.00 to all members asking them if they would like to take part 
(New check made out in 1947 to Trustees) SS in the program this year. It was impossible to find a place 
$7361.37 on the program for all the members who replied in the 
Duivederesens affirmative. These postal cards have been kept, how- 
New England Journal of Medicine: ever, and will probably be used in the future if this type 
Transactions 1633.94 The Women’s Auxiliary has asked us to help it finan- 
ELS 3.00 cially for its part ia this meeting. the wer wee 
custom to give the Auxiliary $100 annually. During 
Envelopes, stamps and stationery ................--0- 0040. 37.70 the war this donation was not given. The House of Dele- 
Halftone cuts ... 26.75 thought we could not afford it because so many mem- 
work bers were not paying dues. Now that the finances are 
Retaining fee (Mr. Sulloway) 100. in much better shape | recommend that the Auxiliary 
Guest speakers (fees) 287.76 be given $100 this year and annually until further notice. 
Council of the New Engiand State Medical Societies hes far an tm 
de 140.00 fee. Mr. Sulloway investigates all cases in which suit 
Merrimack County (1946) ................ $20.00 is threatened against a doctor; he gives free consultation 
Merrimack County (1947). ............... 25.00 to any member of the Society who needs legal help on a 
Hillsborough mecical problem; he covers all medical legislation that is 
submitted every other year in the Senate and the House 
National Physicians Committee: .............. 417.00 of Representatives; he is a guide, philosopher and friend 
156.00 at all the meetings of the Advisory Committee on Juris- 
22.00 prudence; he settles all cases that in the opinion of this 
Advisory Committee should be settled; and he conducts 
wes Gee LE ee the trials in cases that go to Court. It is interestin 
Merrimack County ..............0..0005 50.00 to note that since Mr. Sulloway was appointed counse 
Madeline A. May (stenographer at annual meeting) ......... 396.32 some twelve years ago he has not lost a suit that, on 
recommendation of the Advisory Committee on Juris- 
Deering G. Smith ‘(expenses as. delegate to ‘American Medical prerepen. has gone to trial. I recommend that Mr. Sul- 
153.10 oway’s retaining fee be increased to $200 annually until 
Auditor, trustees’ books ....... 10.00 further notice. 
_The Connecticut State Medical Society has recently 
Projector and lantern service at annual meeting ............ 217.00 given medical students the privileges of the Society with- 
Hodges Badge Company ..... 56.79 out charge. You wish to make this friendly gesture 
$6150.55 in New Hampshire. Presumably, all it would mean would 
Balance, January 1, 1948.......... 1170.82 be that students of the Dartmouth Medical School could 
$7361.37 attend a meeting of a county society or of the State Society 


Since my report a year ago three former presidents of 
the Society have died: Charles H. Dolloff, Concord; 
Samuel T. Ladd, Portsmouth; and Richard W. Robinson, 
Laconia. At the time of his death Dr. Ladd was a trustee. 

In accordance with instructions from the House of Deie- 
gates the following measures have been carried out: 
was given to the Cancer Committee; and $100 was con- 
tributed for membership in the Council of the New Eng. 
'xud State Medical Societies. If we continue our member- 
ship in the Council the annual fee of $100 will be due 
again this year. I have asked Dr. Tuttle, who is report- 
ing on the Council, to take this question up in his report. 

he House of Delegates a year ago expressed disapproval 
of a barbiturate bill, which was submitted to the State 
Senate. Under this bill doctors could prescribe and dis- 
ense barbiturates only with the approval of the State 
Board of Pharmacy. This bill will presumably come up 
again next year, and unless it is materially changed in 
form it is my understanding that the ce wish the 
Society to oppose it. 

The Veterans Administration was notified that the 
Society approves the fee schedule and agreement for 
hometown care of veterans with service-connected dis- 


if they wished to do so. 

An essay contest authorized last year has recently been 

completed. This contest was open to all students in high 
schools and junior high schools throughout the State. 
We received 105 essays. These were screened and the 
seven essays that seemed to be the best were submitted 
to the three judges: Most Reverend Matthew F. Brady, 
Bishop of Manchester; Dr. Edgar Fuller, Commissioners 
of Education; and President John A. Hunter. 
_ The first prize of $100 was awarded unanimously by the 
judges to Miss Irene Moore, of Rochester. Two second 
prizes of $50 each were awarded to Miss Violette Nadeau, 
of Cascade, and Mr. Aristotle Bouras, of Newmarket. 
In addition, county prizes of $10 each were awarded. The 
total outlay came approximately to the $300 that was 
allotted by the House of Delegates for this contest, and 
we received from the contest a great deal of favorable 
comment from the newspapers throughout the State. 

A weekly radio broadcast called “Doctors’ Orders” has 
been on the air for the past few years in all the New Eng- 


land States except Vermont and New Hampshire. e 
have received overtures from the Yankee Network to 
a this program on in New Hampshire beginning next 
fall. A sponsor who must be approved by the Society 
is furnished by the network. A member of the Society 
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takes part in the broadcast each week. There is no expense 
to the Society. I have referred this matter to the Com- 
mittee on Communications and Memorials and have asked 


them to ya and make a recommendation at this meeting. 


Last February I received a telephone call from Chicago 
from Mr. Stegen, an associate - womwedl of the National 
Physicians Committee. Mr. Stegen, who said that he 
was coming to New Hampshire, wanted to know if I 
would invite a small group of members from the Society 
to confer with him about legislation and the part therein 
played by the National Physicians Committee. . This 
meeting with Mr. Stegen, with 15 or 20 members of the 
Society in attendance, was held at the Eagle Hotel in 
Concord on the evening of February 19. 

The National Physicians Committee wants us to 
form an informal group to co-operate more closely with 
it. We have, of course, been doing this to a certain extent 
for several years through some of our county societies. 


The members of the Society who met in Concord on’ 


February 19 approved the formation of a State committee 
on the following basis: 


Such a group in New Hampshire would be informal. 
It would not join the National Physicians Committee. 
It would receive their literature and could get advice 
on legislation if it wished such advice. The State group 
would not be bound by any opinions, plans or activities 
of the National Physicians Committee, and would 
be free to criticize or advise this Committee if the Com- 
mittee seemed to be off the track. 


I recommend that you approve the appointment of an 

informal committee without placing the ‘Committee 
officially on the list of standing committees. If your ap- 
proval is forthcoming several members have agreed to 
serve. 
Before the war we used to send delegates to the 
annual meetings of the other state medical societies in 
New England. Some of the delegates from New Hamp- 
shire enjoyed these trips; occasionally, delegates felt that 
they were not very warmly received in other states. This 
procedure was omitted during the war because of the 
difficulties of travel. Do you wish again to send delegates 
or shall we let the procedure remain in status quo? 

The New England Journal of Medicine has found it 
necessary to increase the subscription rate for our mem- 
bers who wish to receive all the fifty-two issues of the 
Journal each year. The Society pays the Journal $1.00 
a year for each member, and for thie the member receives 
twelve copies annually. Hereafter any member who 
wishes to receive fifty-two copies annually must send, 
individually, $3.00 to the Journal, in addition to the $1.00 
that is sent by the Society. 

On April 5 and 6 Dr. Daniel J. Sullivan, chairman of 
the Committee on National Emergency Medical Service, 
attended a meeting in Chicago, which considered the 
medical needs in the event of another national emergency. 
This meeting was sponsored by the American Medical 
Association, and several top officials from the federal 
Government were present. 

There seem to be three hotels in New Hampshire that 
can accommodate a convention as large as ours where 
many who attend wish to stay overnight. These hotels 
are the Hotel Wentworth in Newcastle; the Mount Wash- 
ington Hotel, in Bretton Woods; and the Mountain View 
House, in Whitefield. 


On motion duly made and seconded, it was voted 
that the report of the Secretary-Treasurer be re- 
ferred to the Committee on Officers’ Reports. 

Dr. Sycamore, for the Committee on Officers’ 
Reports, recommended that the House of Delegates 
stand in silent tribute to the memory of Charles H. 
Dolloff, Samuel T. Ladd and Richard W. Robinson. 

This motion was duly seconded and was carried. 

Dr. Sycamore then recommended that the Com- 
mittee on Public Relations be instructed to oppose 
any barbiturate bill that might be introduced into 
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the New Hampshire General Court, similar to the. 
bill that the House of Delegates disapproved at itsu- 
1947 session. 
This motion was duly seconded and was carried. 
Dr. Sycamore also recommended that the Secre- 


tary be instructed to renew the agreement between 


the New Hampshire Medical Society and the 
Veterans Administration regarding hometown care 
of veterans, renewal to be made each year until 
further notice. 

This motion was duly seconded and was carried. 

Dr. Sycamore then stated that it did not appear 
too. clear just what the functions of the Women’s 
Auxiliary were; if it is to be of aid and assistance 
to the Society, it should stand on its own feet and 
pay its own way. 

Dr. Metcalf stated that the money was used 
largely for a party that was held each year. The 
Auxiliary also contributed to the Benevolence Fund 
by giving parties and engaging in other home ac- 
tivities. 

Dr. Leonard then remarked that the ladies paid 
$1.00 a year, of which fifty cents went to the na- 
tional organization. 

Dr. Dye moved that the Women’s Auxiliary be 
given $100. 

This motion was duly seconded and was carried. 

Dr. Sycamore then moved that the retainer fee 
for Attorney Frank J. Sulloway be increased to 
$200 

This motion was duly seconded and was carried. 

Dr. Sycamore recommended that the House of 
Delegates approve the appointment of an informal 
committee to co-operate with the National Phy- 
sicians Committee. 

This motion was duly seconded and was carried. 

The secretary read the names of this committee, 
as follows: Drs. Miller and Smart, of Belknap 
County; W. J. Paul Dye, of Carroll; Johnston and 
Almquist, of Cheshire; Marjorie Parsons, of Coos; 
Campbell, Sycamore and House, of Grafton; Smith 
and Powers, of Hillsborough; Graves, Blood, Brown 
and Metcalf, of Merrimack; Leonard, of Rocking- 
ham; Hunter and Walck, of Strafford; and Lewin, 
of Sullivan. 

The Speaker then asked if the House of Delegates 
approved this committee. There was a unanimous 
answer in favor of approval. 

Dr. Sycamore then moved that no official dele- 
gates be appointed to attend the meetings of the 
medical societies of the other New England states. 

After some discussion, the motion was duly 
seconded and was carried. 

Dr. Sycamore recommended that the next annual 
meeting be held at either the Mount Washington 
Hotel or the Mountain View House. After some 
discussion consideration of the matter was post- 
poned until the last day of the meeting. 

Dr. Sycamore then remarked that last year there 
had been an item of $1000 net received from the 
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annual meeting from the exhibitors, and that there 
was to be no such income this year. The Com- 
mittee wondered what that was going to do to the 
balance on hand of $1170. 

_ The Secretary replied that the balance of more 
than $1100 had been increased to about $4000, so 
that there would probably be $1500 or more on 
December 31 without exhibitors. 

The Secretary then recommended that the House 
of Delegates consider the Earl Warren matter. He 
had thought of sending the information to the New 
Hampshire delegates to the Republican National 
Convention in Philadelphia that the president of 
the California Medical Society had stated that 
Governor Warren favors, or has announced that he 
favors, socialized medicine on a national level and 
wants to put it in the platform of the Republican 
Party. 

Dr. Sycamore observed that a recommendation 
would be brought in on the next morning. 

The report of the Council of the New England 
State Medical Societies was then presented by 
Dr. Ralph W. Tuttle. 


The Council has now finished its third year of service 
to the component state medical societies in bringing the 
different societies closer together in their relations, and at 
the same time presenting a program of education and 
information. 

The October meeting was highlighted by guest speakers 
on the antivivisection situation in New Rarely a sub- 
ject of vital importance to New England medicine if we wish 
to retain our place in medical research. There was also 
presented a discussion on the medical approaches in the 
treatment of alcoholism. 

At our next meeting a public-relations conference was 
conducted with a sizable attendance from throughout 
New England. The main speakers were top men from the 
radio and press. The doctors were more or less put on 
the pan because of their aloofness and indifference to the 

ublic in gencral and to the press and radio in particular. 

fuch publicity accrued to the Council from the meeting, 
as evidenced by news clippings from papers throughout 
the area. 

A closer alliance with the New England States Dental 
Officers’ Conference was effected by Taving members of 
that organization as our guests at the meeting in March 
at Boston, and with the president of the Council, Dr. 
Arthur H. Ruggles, their guest speaker on the subject of 
medical-dental relations, at their annual session at Hart- 
ford in April. 

At our annual meeting in April it was brought to our 
attention that the American Public Health Association 
was holding a meeting in November, and that the New 
England Health Institute was to be held in Amherst, 
Massachusetts, from June 16 to 18, under the auspices of 
the Massachusetts State Department of Health. It was 
generally agreed that an effort should be made to have 
the Council actively connected with the health institute 
another year, if it is possible for such a relation to be 
effected. 

The general appeal and effect on public relations of the 
radio program “Doctor’s Orders” were discussed. 

here was a discussion on medical organization for a 
national emergency. We already have such a committee 
in New Hampshire, and the other states are contemplat- 
ing such committees. 

here is a bill before Congress providing that physicians 
up to forty-five years of age peed 5 be inducted. The many 
telegrams from the state medical societics threatened to 
defeat the plan. But the armed service group are quite 
adamant. The Navy is not particularly concerned be- 
cause most of its doctors are subject to recall. The armed 


service group feels that it would have an immature group 
if only physicians under twenty-six were drafted. 

There was considerable inquiry directed to hospitals 
in New England regarding pref practitioners, and what 
——. they should have on the services of general hos- 
pitals. 

In an effort to determine the privileges and restrictions 
regarding practice in the hospitals in New England b 
general practitioners, an inquiry was sent to fifty hospitals 
in the region. Replies were received from twenty-seven, 
including at least one from each of the New England states. 


_ Some of the large hospitals evaded the question. The tend- 


ency is toward concentration in specialties for staff priv- 
ileges, with the specific criterion qualification by one of 
the various boards or colleges. Very few give the general 
practitioner much opportunity to render care for the 
majority of his patients. 

his suggestion appears worthy of the consideration 
that the Council establish a committee of its own, or for 
it to make a complete study of the situation in the New 
England area to rationalize in this region what might be 
done in the best interests of the public and the medical 
— to give the general practitioner hospital priv- 
ileges. 

t is my opinion that the Council of the New England 
State Medical Societies is doing a worthwhile job in the 
interests of medical practice and general welfare, and I 
suggest to the House of Delegates that the usual sum of 
$100 ie appropriated to continue the work of the 

uncil, 


This motion was duly seconded and was carried. 
President John A. Hunter then spoke as follows: 


Your president wishes to take this opportunity to give 
a brief account of his stewardship for the year 1947-1948, 
which, although nothing spectacular was accomplished, 
seems on the whole to have been a busy one. 

In the beginning, Dr. Metcalf was ill for some time, and 
later went away to convalesce, and you can well realize 
what this meant to an incoming officer, since our efficient 
secretary knows the ropes so well and handles the maze 
of details connected with this organization. However, 
with Mrs. Quilette’s assistance and good counsel from ex- 
president Ralph Tuttle, we got the ball rolling. 

The Scientific Committee held two lengthy meetings 
at the Eagle Hotel and Dr. Metcalf’s office, planning the 
program for our annual meeting, and the majority con- 
cluded that we would eliminate the exhibits this year, the 
reasons for this decision having been mailed to each mem- 
ber with his program, and we trust that the experiment 
will work out satisfactorily. 

Five counties invited the President to attend one or 
both of their meetings, and three such visitations were 
made, illness and weather conditions preventing attend- 
ance at the other two. Members of two of these societies 
brought their wives to the banquet, and afterward the 
ladies had a meeting of the auxiliary. It seemed to work 
out very happily, with fine attendance. 

In March f was appointed director of the Blue Cross 
and Blue Shield, and many long hours were spent at Con- 
cord revising the fee list, in an effort to get the organiza- 
tion out of the red. I never realized before the amount of 
work the officials and directors put into this organization, 
and in passing I ought to mention Drs. Harwood, of 
Burlington, Vermont, and Johnson, of St. Johnsbury 

ermont, who drove so far in miserable weather and 
stayed with us late into the night on more than one 
occasion, working out the new program. 

I attended the March meeting of the New England 
Medical Council held at the Copley Plaza in Boston on 
March 7, which was a most interesting meeting. Public 
relations was one of the main subjects discussed by the 
editors of a large and a small newspaper. In the dis- 
cussion that followed, it was pointed out that often the 
paper did not get the information correct, exploited a doc- 
tor’s name and so forth, but the editors and some members 
present felt it was time for the doctors to come out of their 
citadel. 

I attended an informal meeting at the Eagle Hotel in 
February, called by Secretary Metcalf, to hear Edward F. 
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Stagen, of the National Physicians Committee, who pre- 
sented legislative problems concerning medicine as we 
wish it practiced today, and hoped that a group from 
New Hampshire would be willing to lend their assistance, 
by communicating with their legislators, should national- 
emergency legislation arise. A letter from the Secretary 
to county secretaries explains our attitude in this matter. 
communication from Howard B. Sprague, M.D., was 

_ received asking for support for the New England Heart 
Association. I replied that no action, if any could be 
taken until after the House of Delegates had met on 
June 1. I trust that you gentlemen will make some deci- 
sion so that the Secretary can give Dr. Sprague an answer. 

In October I attended a get-together at Greenfield, New 
Hampshire, of many people in different walks of life who 
were interested in the Crotched Mountain project for 
rehabilitation of the crippled children of New Hampshire, 
and subsequently was present at the banquet in Manches- 
ter Armory when the drive was officially launched, 
Governor Thomas Dewey being the main speaker. 

In conclusion I wish to thank everyone who helped 
make the year a success, and trust we will have an inter- 
esting scientific program the next two days, and a wealth 
of good fellowship. 


Dr. Francis Brown then presented the report of 
the Committee on Memorials and Communications, 
as follows: 


A communication from Mr. Frank Jones, of Providence, 
Rhode Island, suggests that the Society approve the radio 
program “Doctor’s Orders” as a public-service program 
entitled to participation by local doctors. ‘‘Doctor’s 

ders” consists of weekly interviews with local physicians, 
presented from scripts prepared by the broadcasting com- 
panies subject to revision by the man presenting the mate- 
rial. Sample interviews included in the correspondence 
contain no particularly controversial matter. However 
it is not stated what the approval of the Society would be 
taken to mean in the way of responsibility. Because of 
one incidental reference to Society officers who must line 
up the speakers, the Committee assumes that the Society 
would be expected to undertake this function. The ques- 
tion of financial sponsorship is not involved in our ap- 
proval. During the 1947-1948 season the program is said 
to have been approved by all the New England state 
medical societies except ours. 

While realizing that public relations are becoming a 
more and more important function of medical societies, 
the Committee nevertheless submits the following con- 
siderations: 

That it is questionable whether any New Hampshire 
radio station carries a sufficiently wide appeal throughout 
the State to make the proposal of much value as adver- 
tising for the Society. 

That if our approval involves the responsibilities for 

roviding the speakers, probably the entire load would 

e carried by members in Manchester, both for speaking 
and for finding the speakers. It is doubtful if any other 
city has enough physicians to make the program feasible. 

hat if any county society wishes to undertake such 
a ee aegigA the approval of the Society would be 
superfluous. 

e therefore recommend that approval of “Doctor’s 
gga by the New Hampshire Medical Society be with- 
eld. 


After considerable discussion Dr. Brody moved 
that the broadcasting setup be approved and that 
the supervision of this medical broadcasting for 
the Society be by Dr. Brown, chairman of the 
Committee on Communications and Memorials. 

Dr. Dye suggested the amendment that Dr. 
Brown be appointed on that Committee of Public 
Relations, so that he could supervise the program 
from there and consult with other members of the 
Committee from time to time, the other members 


of the Committee being the President, the Vice- 
President and Secretary-Treasurer. 


Dr. Brody accepted the amendment to the motion. 


_ The motion was carried. 


The Report of Committee on the Control of 


Cancer was then presented: 


On April 28, 1948, the third annual Cancer Conference 

Day, conducted by the Committee, was held at the Car- 
enter Hotel in Manchester. This meeting appeared to 

a very successful one from the viewpoint of attendance, 
interest and the quality of the talks. The subjects pre- 
sented by the three guest speakers from Boston and the 
five New Hampshire men were all on various aspects of 
cancer diagnosis or treatment, and the talks were well dis- 
cussed by the audience. A luncheon was given at noon. 
All the expenses of the meeting were assumed as usual by 
the New Hampshire Division of the Field Army of the 
American Cancer Society. We only regret that more mem- 
bers of the New Hampshire Medical Society did not attend 
this meeting. 

The Field Army has continued its excellent work in lay 
education, transportation of patients to clinics, making 
of surgical dressings for indigent patients and keeping 
together its large and enthusiastic membership. It has also 
continued its work in high-school cancer education. 

During the year, as usual, three letters on pertinent can- 
cer subjects have been mailed to each member of the 
Society. One on “Carcinoma of the Colon” gave sugges- 
tive symptoms, particularly the early symptoms, and 
advice regarding what should be done, including x-ray 
and proctoscopic examinations in suspected cases. The 
usual warning of the importance of early rather than late 
examination was stressed. The pAhone:§ letter discussed 
the increasing lay criticism of the medical profession for 
its apparent inability to recognize cancer or the possibility 
of cancer early enough for the patient to be cured. These 
criticisms have appeared in medical journals as well as 
in lay magazines, and some criticisms were unjust and 
some were deserved. This letter admitted the inadequate 
examinations of some doctors but urged more careful 
examinations and suggested methods for carrying out such 
a program. It also stated that the patient who fears can- 
cer should be examined as carefully as one fearing heart 
disease, stomach ulcer or gall-bladder disease. The third 
letter discussed cancer of the larynx in its two anatomic 
locations and stressed the importance of the early symp- 
toms of persistent hoarseness and dysphagia. Any patient 
with such symptoms should be examined by a laryngolo- 
gist as early as possible, and if cancer is found, the patient 
should have immediate treatment, either operation or 
x-ray therapy. 

The functions of the cancer clinics have continued as 
usual, although the ones at Littleton and Nashua have 
been discontinued on account of lack of patients. There 
has been an increase in the number of patients entering 
the clinics during the past year, and the expenses of the 
Cancer Commission in caring for needy patients with can- 


cer have increased quite considerably because of thé" 


increase in hospital rates. The American Cancer Society, 

in its April issue of Cancer News, devoted the entire issue 

to the subject of cancer clinics, and honored the State by 

describing it as a model for other states, partly because 

we are the only state in the union having one clinic 

for every 50,000 people. A very full description of the 

functions of the Cancer Commission and the cancer clinics 

was given in the text, and it was accompanied by a group 

of photographs taken in one of the New Hampshire clinics. 

The «gon Be has expended $52.31 of the $60.00 

appropriation, and requests the sum of $60.00 for the next 
year’s expenses. 

Georce C, Wirkins, Chairman 

EORGE DwWINELL 

E. MILLer 

Wa ter H. Lacey 

ALBERT OPPENHEIMER 


Dr. Sycamore moved that the sum of $60 be 


appropriated for the expenses of the Committee on 
the Control of Cancer for the current year. 
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This motion was duly seconded and was carried. 
The report of the Committee on Medical Eco- 
nomics was then presented by the chairman, Dr. 
Leslie K. Sycamore: 


The Committee reports with deep regret the loss by 
death of one of its members. Dr. Richard W. Robinson 
has been a member of the Committee for many years, and 
always took a keen and active interest in the problems 
with which the Committee was concerned. His considera- 
tion of any question was characterized by a penetrating 
insight into its implications, coupled with an uncom- 
promising loyalty to the highest ideals of his profession 
and a sympathetic concern for the best interests of the 

atient. The members of the Committee experienced a 

een sense of personal loss in the passing of a friend; the 
Committee is the poorer for the lack of his wise and kindly 
counsel, and the New Hampshire Medical Society has 
lost one of its ablest and best-loved leaders. 


Welfare Fee Schedule 


At the last session of the House of Delegates, the 
Committee was instructed to investigate the possibility 
of obtaining increased fees for services to welfare patients. 
Accordingly, an interview was arranged with Mr. Elmer 
Andrews, commissioner of public welfare, who stated that 
any change would be impossible during the current biennium, 
because no funds were available in the appropriation for 
meeting any increase. He’ suggested that representation 
should be made at the budget hearing to be held in the 
fall by the Board of Public Welfare. The Committee plans 
to take this action. 


New Hampshire — Vermont Physician Service 


Several significant developments have occurred during 
the year regarding the Blue Shield program. Enrollment 
has steadily increased and has reached 170,000 for the 
Surgical Division and 85,000 for the Medical Division; 
gross income has reached a rate of $1,500,000 per year. 
es places us high on the list of nonprofit medical-society 

ans. 

‘i On the other side of the picture, however, there has 
been over the past fifteen months a steadily rising utiliza- 
tion of service, from 220 to 275 cases per 1000 participants, 
with some indication at present that this trend is leveling 
off. From the viewpoint, this may be con- 
sidered an indication that the Service is better achieving 
its aim of making medical care more widely available. 
From the actuarial viewpoint, however, this increased util- 
ization has exceeded the anticipated load and has resulted 
in a serious operating deficit in the Surgical Division, 
amounting in the first three months of 1948 to the sum of 

,000, or 23 per cent of income. The Board of Directors 
has deemed it necessary, therefore, to make a substantial 
increase in the premium rates to meet the deficit and to 
provide a reasonable surplus for reserves. Utilization in 
the Medical Division has also increased, but has not 
exceeded a satisfactory loss ratio. 

Obviously, there must be a point beyond which an 
increase in premiums will result in a decrease in enroll- 
ment, and will result also in putting Blue Shield in an 
unfavorable position from competition from commercial 
insurance companies. Where that point lies, we are not at 
present in a position to predict. The situation does raise 
the question whether any of the increase in utilization is 
unnecessary in the sense that procedures employed are 
not essential in diagnosis or treatment. This admittedly 
is a very difficult line to draw, especially in the face of pres- 
sure from the patient, who wants to “get his money’s 
worth” from his insurance. If any overuse does exist, each 
physician can assist in discouraging it by pointing out to 
the patient that each item of service enters into the cost 
to the subscriber. 

Another area in which the individual physician can be 
of help to the Service is in the more accurate definition 
for the Claims Department of the pre-existing conditions 
that come under the exclusion clause in the contract, and 
in an explanation to the patient that such exclusions are 
necessary to prevent overloading the service with chronic 
conditions, and to prevent a subscriber from joining for 
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a brief period for the sole purpose of obtaining treatment 
for a known condition. 

Particularly in view of the increase in premium rates, 
it behooves us as members of the New Hampshire Medi- 
cal Society to remind ourselves of the conditions under 
which the New Hampshire Physician Service was consti- 
tuted under the aegis of the Society. To avoid the compli- 
cations of a service contract with an income limit for the 
subscriber, it was decided to get up the program onan 
indemnity basis, but at the same time to protect the low- 
income subscriber by mutually agreeing that in this sub- 
scriber group the fee charged should approximate the 
benefit listed in the schedule. The low-income group com- 
prises roughly individual incomes up to $2500 per year, 
and family incomes up to $3500 per year. For such sub- 
scribers, therefore, the fee in the average case should not 
exceed the benefit allowed. 

In the national field, an important development has been 
the appointment of Dr. Paul R. Hawley, formerly of the 
Veterans Administration, as chief executive officer of the 
Blue Shield and Blue Cross National Organizations. A 
joint session of the Blue Shield and Blue Cross representa- 
tives was held this spring to discuss plans for the forma- 
tion of a National Blue Cross- Blue Shield Association 
to co-ordinate the activities of the various local plans. 
Final action has not been taken on this proposal. 

The American Medical Association has taken the incom- 
rehensible action of cancelling its Blue Cross coverage 
or its employees and placing its insurance with a com- 
mercial carrier. Your committee considers this action 
a betrayal of the nonprofit plans set up under medical- 
society sponsorship, and therefore recommends the adop- 
tion of the following resolution: 


Whereas, the American Medical Association has 
urged its component Medical Societies to establish non- 
profit Medical insurance programs as the doctor’s answer 
to the problem of distribution of medical care, and 

Whereas, the American Medical Association has can- 
celled its Blue Cross coverage of its employees in favor 
of a commercial carrier, aaa 

Whereas, this action represents a betrayal of the prin- 
ciple of nonprofit voluntary sickness insurance, which 
is the foundation of the medical-care plans sponsored 
by the component societies, therefore be it : 

Resolved that the New Hampshire Medical Societ 
strongly disapproves of the action of the American Med- 
ical Association in cancelling its Blue Cross coverage, 
and urges that the contract with Blue Cross be renewed. 


The Committee is firmly convinced that the Blue Shield 
program is performing a valuable service both for the 
patient and for the physician, and therefore continues 
to merit the full support of the members of the New Hamp- 
shire Medical Society. 


Dr. Sycamore moved that the Committee on 
Medical Economics be instructed to continue its 
negotiations with the State Board of Public Welfare 
regarding the welfare fee schedule. 

The motion was duly seconded, and was carried, 
with one dissenting vote. 

Dr. Sycamore then moved that the House of 
Delegates recommend to the members of the New 
Hampshire Medical Society that their full support 
be given to the New Hampshire-Vermont Physician 
Service. 

This motion was duly seconded and was carried. 

Dr. Sycamore further moved that the proposed 
resolution regarding the American Medical Asso- 
ciation and Blue Cross be adopted, and that the 
Secretary be instructed to forward a copy to the 
Secretary of the American Medical Association. 

Dr. Sullivan asked why the American Medical 
Association had changed the procedure. 
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Dr. Sycamore replied that a commercial company 
had offered to give the American Medical Associa- 
tion a guaranteed premium rate for the year, and 
the Blue Cross could not. The commercial com- 
pany was offering indemnity contracts, and, of 
course, could guarantee the rates. Biue Cross was 
offering service contracts, and its costs might go 
up as hospital costs went up. The point at issue 
was that the American Medical Association had 
been fostering these nonprofit plans and had been 
requesting the local state and county societies to 
set them up and that, in taking the action dis- 
cussed, had allied itself with the competitors of 
Blue Cross; in effect, it is saying that the com- 
mercial plans are more desirable. 

Dr. Friborg seconded Dr. Sycamore’s motion. 

The Speaker then asked all those in favor of the 
motion to signify assent by saying “aye.” 

There was a chorus of “ayes” and some dissent- 
ing votes, but the motion was carried. __ 

The report of the Committee on Mental Hygiene 
was then presented, as follows: 


The New Hampshire Mental Hygiene and Child Guid- 
ance Clinics have been partly reorganized, and a full pro- 
gram is looked for in 1949. This program includes not only 
the <p pers traveling activities but also the establish- 
ment of a program of psychiatric and psychologic care in 
a residential setting for children who need it — that is, 
for children who are emotionally disturbed, suffering from 
neuroses and with behavior and character disorders. 

Since July, 1947, two psychologists, a psychiatric social 
worker and a senior clerk-stenographer have been added 
to the Mental Hygiene Clinic Staff, making a total person- 
nel of nine. 

Two new monthly clinics have been established, one 
in Portsmouth at the General Hospital, being sponsored 
by the Portsmouth Visiting Nursing Association and the 
Portsmouth Hospital. The second is in Keene at the head- 
quarters of the Bepartessat of Public Welfare. These are 
in addition to the regular clinics held monthly in Concord, 
Manchester, Nashua, Laconia and Rochester, and also 
the three clinics of two days’ duration held in Berlin, with 
pee to hold several clinics in the northern part of the 

tate this summer. 

The educational program in mental hygiene has been 
doubled this year. The director, Dr. Anna Philbrook, has 
given thirty-seven talks to groups of nurses and teachers, 
parent-teachers groups and mothers’ clubs and at present 
1s teaching a course in mental hygiene to the Winnipesaukee 
Teachers Association. The course is attended by fifty- 
eight teachers, and consists of two-hour lectures given each 
week on Monday. 7 

The Clinic psychologists are writing a mental-hygiene 
column for the newspaper, called “Know Yourself.’ 

More treatment has been done by the individual mem- 
bers of the Clinic staff, particularly play therapy with chil- 
dren who are painting and 

lay therapy carried out with the doll house and doll 

amily have proved to be very useful this year, and more 
has been done than ever before. 

Through the Veterans Administration, clinics for vet- 
erans with emotional disturbances are being conducted 
regularly by Dr. Everett F. Lombard as director, who for- 
merly was a member of the New Hampshire State Hos- 
ee Staff and a volunteer worker in the Mental Hygiene 

inic. 

With the opening of the Children’s Center in Concord 
and the addition of another psychiatrist to the Mental 
Hygiene Clinic Staff, there is a definite plan that should 
provide adequate service to the State. 

_ The State Hospital is now planning also to open mental 
clinics in Manchester, Nashua, Dover, Rochester and 
Portsmouth, to which patients out on convalescent leave 
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may come to review their condition and progress. These 
clinics will be held monthly and will be attended by one 
of the physicians of the staff at the Hospital, a social 
worker, a psychologist and one clerical worker. It is hoped 
that the reopening of these clinics will give indigent adult 
patients suffering from emotional disturbances, neuroses 
or borderline mental illnesses an opportunity to attend 
the clinics for advice and outpatient treatment. — : 

The State Department of Health, in co-operation with 
the State Hospital and the State Mental Hygiene Clinics, 
has recently opened a clinic for diagnosis and treatment 
of indigent patients with convulsive seizures. Facilities 
or elect phalographic studies are now available at 
the New Hampshire State Hospital if so indicated. A clin- 
ician and a physician of the Hospital Staff are already 
trained respectively to take and interpret the readings. 
These facilities are also available for use in determining 
organic neurologic conditions of the brain, such as tumors, 
for patients both within and without the Hospital. 

In conjunction with the setting up of these clinics for 
convulsive seizures, it might be well to recommend a State 
survey of epileptics, which might include also a survey 
of backward children in the schools, with the view in mind 
of testing them by a psychologist for their I. Q., which 
would prove of value to their respective teachers. _ 

The recent advances in treatment in neuropsychiatry 
by means of electroshock and insulin therapy and narco- 
therapy have aided materially in shortening hospitaliza- 
tion time of certain types of psychiatric patients, more 
noticeably depressive types and catatonic types of schizo- 

hrenia. The members of the Committee believe that if 

tter facilities were available in | sage hospitals, a num- 
ber of patients might be treated by these methods and 
thus prevented the necessity of entering a psychiatric or 
mental hospital for treatment there. It is thus recommended 
that in every newly built hospital, or where addition to 
a hospital is being contemplated, several beds, or prefer- 
ably a small section, be set apart for the type of treatment 
mentioned above, in the belief that the patient probably 
would respond rapidly and favorably to it. — 

The problem of the care of feeble-minded children under 
the age of five, especially those afflicted with severe 
organic cerebral disorders, has come to the fore in view of 
the inability of the State School in Laconia to care for such 
patients. Individual county hospitals should be made to 
assume such responsibility as a last resort, or a more scien- 
tific medical approach to the problem would be for the 
State to build a special pavilion at the Laconia State School 
for such cases. The addition of the residential home in 
Concord for the intramural psychiatric study of certain 
psychiatric problems in children with normal intelligence 
will not alleviate in any way the need for special facilities 
for the care of the above group of cases. _ : 

The Committee recommends that a more intensive use 
of the sterilization laws might be of value in rehabilitation 
of certain cases of mentally ill and mentally defective per- 
sons to the point where they might be paroled from the 
institutions where they are now under treatment to proper 
environmental situations with suitable follow-up work 
by social agencies, because every available AQENCY OF IM- aga 
terested person should be approached in any state hygiene 
program that may be instigated. 

he State has come to recognize the chronic inebriate 
as a mentally sick person and now has a board that con- 
siders the problems from all angles. It hopes eventually 
to have proper facilities to care for the inebriate, staffed 
by a psychiatrist who would be a medical director, a psy- 
chologist and a clerical force and the proper amount of per- 
sonnel. However, it seems to this Committee that the 
board should include as one of its members a psychiatrist, 
as well as the physician now on the board, who views the 
individual inebriate from a physiologic standpoint. 

Shortly, it appears, from rising public interest, particu- 
larly in the courts, that the State must approach the 
oreiten of persons termed psychopaths more from a medi- 
cal angle than ever before, and this should call for the 
appointment of a committee, which might emanate 
from the Governor and Council, to study this problem 
thoroughly and to render suggestions. 

mittee feel that they, as well as the State in general, have 
met with a severe loss in the death of Dr. Charles H. Dol- 
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loff. He served as chairman of the Committee for many 

years. As a result of his interest and efforts, New Hamp- 

shire is in the vanguard in the institutional care of psy- 

chotic patients. He was also instrumental in organizing 
the State system of Mental Hygiene Clinics. 

Artuur B. Howarp, Chairman 

DWARD S. Morris 

Simon StToNnE 


Dr. Sycamore moved that a copy of the para- 
graph in the report regarding facilities in general 
hospita s be sent to the president of -he New Hamp- 
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shire Hospital Association, with the request that 
it be read at the next meeting of that association. 
This motion was duly seconded and was carried. 
Dr. Sycamore, for the Committee on Officers’ 
Reports, also moved that the House of Delegates 
express its approval of a state survey of epileptic 
and psychopathic persons. 
This motion was duly seconded and was carried. 


(To be continued) 
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CASE 34401 


PRESENTATION OF CASE 


A forty-four-year-old woman was admitted to 
the hospital because of a tumor in the right side 
of the abdomen. 

One month before entry the patient first experi- 
enced a dull pain in the right upper quadrant of 
the abdomen, which on the first day radiated to 
the umbilicus and the right costovertebral angle. 
There was no nausea, vomiting, anorexia, weight 
loss, change in bowel habits or urinary symptom 
accompanying the pain. After three days without 
relief the patient saw a physician and was subse- 
quently admitted to another hospital. Barium 
studies and a Graham test were said to show a mass 
in the region of the right kidney extrinsic to the 
gall bladder and bowel. She was discharged from 
the hospital feeling well except for marked anxiety, 
depression and nervousness, these complaints being 
relieved by sedation. She had lost 10 pounds while 
on a restricted-calorie diet at home. 

The patient had apparently always been well, 
there being no history of serious illness or previous 
operations. She had two deliveries, seven and five 
years before entry, without difficulty. 

Physical examination disclosed a well developed, 
well nourished woman in no acute distress. The 
positive physical findings were limited to the 
abdomen, where there was a smooth, firm mass 
below the right kidney and adjacent to the verte- 
bral column. There was no costovertebral-angle 
or abdominal tenderness. Neither the spleen nor 
the liver edge could be felt, and the contour of the 


abdomen was normal. There was a question 
whether or not the right kidney could be felt. 

The temperature, pulse and respirations were 
normal. The blood pressure was 110 systolic, 70 
diastolic. 

The blood hemoglobin was 13.8 gm., the white- 
cell count 7000, the prothrombin time 18 seconds 
(control, 16 seconds), the nonprotein nitrogen 22 


Figure 1. Plain Film of the Abdomen, Showing a Lobular Mass 
in t ight Upper Quadrant. 
Arrow points to the straight line mentioned in the discussion. 


mg., and the total protein 6.4 gm. per 100 cc. The 
urinary sediment showed a rare red cell, an occa- 
sional white cell and 30 epithelial cells per high- 
power field. The specific gravity was 1.020. 

An intravenous pyelogram disclosed the presence 
of an ovoid mass of homogeneous density, showing 
a smooth, only slightly undulating margin situated 
in the right upper abdomen (Fig. 1). Its upper por- 
tion did not appear to be entirely included in the 
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films obtained. The mass measured at least 15 by 
10 cm. Pyelography showed good kidney function 
and no evidence of intrinsic involvement of the 
urinary tracts or kidneys. However, the right kid- 
ney was displaced upward, its lower pole also being 
displaced medially, and the kidney being rotated 
on its vertical axis so that the ureter entered the 
renal pelvis more laterally than usual. The spleen 
may have been very slightly increased in size> There 
was no evidence of ureteral obstruction, and the 
bladder appeared normal. 

On the fourth hospital day an operation was per- 
formed. 


DIFFERENTIAL D1AGNosIS 


Dr. Laurence L. Rossins: I assume that you 
do not have the x-ray films taken at the other 
hospital? 

Dr. Benjamin CasTLEMAN: No. 

Dr. Rossins: In summary, we have a forty- 
four-year-old woman whose complaint was pain 
in the right upper quadrant of one month’s duration 
and the presence of a mass. That is just about as 
far as I am going to get in this discussion. First 
of all, it would be a tremendous help to know the 
relation of this mass to the gall bladder because 
one consideration would certainly have to be a hy- 
drops of the gall bladder. It is not unusual to see 
a hydrops of the gall bladder in extreme cases do 
just what happened here. We must assume that the 
gall bladder was filled on the other examinations. 
What we see here is that the right kidney has been 
pushed upward and the lower pole rotated medially 
by a mass, the upper limits of which we cannot 
definitely define. Certainly, the greater portion 
of the mass is apparent, with suggestive lobulation 
at its inferior border and definitely something 
abnormal below and lateral to what we define as 
the edge of the lobular mass. We do see the kidney 
outline in its entirety so it would be unlikely that this 
arose from the kidney itself, unless we assume it arose 
from the anterior surface or posteriorly and worked 
around on a long, thin pedicle. These areas of cal- 
cification appear to be outside the mass and are 
probably nodes within the abdomen. The only 
abnormality in the intravenous pyelogram is the 
deformity of the inferior calyx, which can occur 
from extrinsic pressure. 

Of the various things that we have to consider, 
I suppose one has to think of a dermoid cyst, which 
occasionally occurs in this area. If this was a der- 
moid cyst, it did not have the characteristic x-ray 
findings, such as the density of fat and areas of cal- 
cification within it. 

So far as an inflammatory process such as tuber- 
culosis is concerned, one has to think about the 
possibility that something extended downward 
from the region of the thoracic spine. But we have 
nothing to go on regarding that. This could have 
been an echinococcus cyst of the liver, but again, 
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we have nothing characteristic by x-ray examina- 
tion. We would like a few flecks of calcification 
and something in the history to suggest it. 

Of the various tumors in this region, a tumor 
of the adrenal gland is unlikely. I have already 
said I do not believe that it arose from the kidney. 
It is unlikely to be a primary tumor of the gall 
bladder in the absence of stones. However, we are 
assuming again that the Graham test previously 
noted was normal. Of the tumors of the liver, I 
do not believe it would be likely to be carcinoma 
because we have nothing to suggest it in either the 
history or the x-ray findings. There was question- 
able slight enlargement of the spleen, but it is 
unlikely to have been significant. A fair portion 
of the spleen could be seen, and it was not particu- 
larly enlarged. Hemangioma of the liver with 
hemorrhage intrigues me no end for two reasons: 
the apparent mass and the suggestion of some 
edema in the flank, which might possibly be the 
result of hemorrhage. 

Another thing that is of some interest to me — 
nothing very definite — is that although the colon 
is displaced downward somewhat by this mass, one 
has the impression that the greatest pressure is on 
the proximal transverse colon and still we see some- 
thing abnormal producing the straight line just 
above the iliac crest (Fig. 1), which I cannot explain 
unless it is due to hemorrhage or edema, which is 
possibly pushing the attachment of the ascending 
colon and hepatic flexure inferiorly. One other 
thing that goes along with the possibility of hemor- 
rhage is the loss of the preperitoneal fat line. That 
is also present with edema or inflammation. From 
the clinical findings we have nothing to suggest an 
inflammatory process. 

Can it possibly have been a lymphoma? It might 
have been, but I have never seen one with this 
appearance. 

We come now to a group that is not too uncom- 
mon, the retroperitoneal connective-tissue tumors, 
and certainly they have to be given major con- 
sideration. The bulk of the mass, however, as we 
see it in these films, protrudes into the abdomen. 
There is preservation of the psoas outline and of 
the kidney outline, which is slightly against a typi- 
cal retroperitoneal tumor. 

I said at the beginning that I was going to come 
to the conclusion that there was a mass. I feel quite 
elated that I can see the mass because in many 
cases of abdominal masses it is not possible to 
demonstrate them on the films. I frankly cannot 
make a definite diagnosis, and I certainly think that 
surgery was indicated to determine the nature of 
the lesion. 

Dr. CasTLEMAN: Do you not want to give us 
your first hunch? 

Dr. Rossins: My first hunch would have to 
be what I ended with —a retroperitoneal connec- 
tive-tissue tumor. The other possibility, heman- 
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gioma of the liver, is not very good statistically. 

Dr. CastLEMAN: Dr. Miller, will you tell us what 
Dr. Sweet thought about this before operation? 

Dr. Carroui C. Miter: Dr. Richard H. Sweet 
approached the case with an open mind. He had 
no definite idea what the mass was, but it was gener- 
ally believed that it was probably in the liver 
because it was so very easily palpable beneath the 
anterior abdominal wall. We were not aware ot 
any external edema in the flank tissues on palpa- 
tion. There was no tenderness in this area. It did 
not seem to us to be an inflammatory process. The 
operation was done purely on the basis of making 
a diagnosis and treating the condition if that were 
possible. 


CurntcaL DIAGnosis 
‘Tumor of liver. 


Dr. Rossins’s D1acnosis 


Retroperitoneal connective-tissue tumor? 
Hemangioma of liver? 


ANATOMICAL D1AGNosis 
Congenital cyst of liver. 


PaTHOLOGICAL DiscussIoN 


Dr. Mititer: When the abdomen was first 
opened the mass presented itself readily. For a 
few minutes it was difficult to tell what the mass 
was. It was obviously a cystic tumor, and Dr. 
Sweet thought this might be an enlarged hydropic 
gall bladder because he could not find the gall 
bladder. After a bit more dissection all around the 
mass he found that the gall bladder lay medially, 
the tip of it being in normal apposition to the liver. 
The tumor was attached to the undersurface of 
the liver and protruded in the same way a hydropic 
gall bladder would, except that it was a little more 
lateral to it. There was a very distended capsule 
over the cyst. With rapid dissection the capsule 
was stripped off the cystic mass, and the mass 
was easily removed. We were not able to get a clear 
idea of the tissue surrounding this area. In other 
words, we could not corroborate Dr. Robbins’s 
guess that there may have been edema. If there 
was, it was retroperitoneal, running out laterally 
in the flank. I do not believe much of any edema 
was present—certainly, no hemorrhage. The 
denuded area on the undersurface of the liver was 
closed easily, as one would close a gall-bladder bed. 
The abdomen was drained. 

Dr. Ropsins: May I add one thing? I intended 
to include the possibility of lymphangioma of the 
liver and also meant to say that by x-ray the mass 
apparently was not so firm as it seemed clinically 
because there was a definite change in the shape 
of this lesion on some of the films. It was one reason 
why I thought of hemangioma of the liver as a very 
definite possibility. 
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Dr. CasTLEMAN: The cyst that we received was 
multilocular, made up of four or five daughter cysts, 
the largest one about 6 cm. in diameter.The entire 
mass was 13 by 7 by 8 cm. It was well encapsulated 
and filled with a clear, straw-colored fluid, with 
no hemorrhage in it, and no evidence of infection 
— at least, no recent infection. The wall in several 
places was thickened; in most places it was rather 
thin. On microscopical examination a definite epi- 
thelium was found, very similar to the epithelium 
of the bile duct, and I therefore feel quite certain 
that this was a cyst of liver origin and probably 
arose from the bile ducts. 

There are several theories regarding the etiology 
of cysts of the liver—that is, the nonparasitic 


cysts, most of which are on a congenital basis. The 


cysts arise from the bile-duct epithelium owing 
either to intrahepatic obstruction or, according to 
Moschcowitz,* to obstruction in a congenitally 
aberrant extrahepatic bile duct. One reason for 
believing the latter is that most of these cysts of 
the liver extend out from the liver on its inferior 
surface, protruding out just like a hydrops of the 
gall bladder, suggesting that it was an extrahepatic 
rather than an intrahepatic bile duct that occurred 
congenitally in an aberrant fashion, which was 
blocked to produce the cyst. I think that was true 
in this case. Dr. Robbins’s second choice of heman- 
gioma of the liver was pretty close; I do not recall 
ever seeing a hemangioma of the liver this large. 

Dr. Rossins: I understand from the literature 
that they can occur this large. One would have 
liked to find a phlebolith to confirm the diagnosis 
of hemangioma, although they do not always occur. 
They do tend to grow with increasing age. 

Dr. CasTLEMAN: The angiomas that we see at 
autopsy are usually small. 

The other type of cyst that one occasionally sees 
in the liver is that associated with polycystic 
kidneys. They are usually much smaller and mul- 
tiple; I do not believe there was any evidence in this 
case of polycystic kidney disease. 

Dr. Rossins: No; I did not consider a cyst of 
the liver because there were no changes in the films 
that suggested polycystic disease of the kidneys. 


CASE 34402 
PRESENTATION or CASE 


First admission. A nineteen-year-old unmarried 
secretary entered the hospital complaining of 
jaundice of four months’ duration. 

Seven months before admission she was in bed 
for a week with a “streptococcal throat” and a 
maximum temperature of 103°F., which cleared 
up without chemotherapy. One month later she 
had a tooth extracted, followed by considerable 


*Moschcowitz, E. Non-parasitic cysts foongenssalt of liver with study 
of aberrant bile ducts. Am. J. M. Sc. 131:674-699, 1906. 
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bleeding. Five months before admission she had 
“trench mouth,” with tender, bleeding gums. It 
responded initially to sodium perborate but later 
recurred. At about the same time she noted the 
onset of painless jaundice. Her physician advised 
a “fat-free” diet. She continued to work, and the 
jaundice continued. Two months before admission 
the jaundice became marked for about a week, and 
a transient swelling of the ankles followed. She 
gained 15 pounds during the two months before 
admission. She had noticed dark urine and light 
stools. For about four months she had epistaxis 
about once each week. 

There was no nausea, vomiting, abdominal pain, 
melena or previous jaundice. There was no his- 
tory of exposure to sulfonamides, arsenic or sol- 
vents. Before the onset of jaundice her alcohol 
intake was limited to an occasional cocktail. The 
menses stopped two months before admission. 

Physical examination showed the patient to be 
slightly overweight, and the scleras were slightly 
icteric. The head, neck, shoulders and arms were 
covered by a fine maculopapular, erythematous, 
dry, scaling rash. The teeth were carious, and the 
gums infected and raw. A systolic murmur was 
present at the apex and in the pulmonic area. A 
systolic thrill was palpable at the third interspace. 
The abdomen was tense. On deep inspiration the 
liver was tender, and the edge was felt two finger- 
breadths below the costal margin. Most observers 
felt the spleen on deep inspiration. There was 
minimal ankle edema. 

The temperature was 98.6°F., the pulse 72, and 
the respirations 20. The blood pressure was 130 
systolic, 70 diastolic. 

Examination of the blood disclosed a white-cell 
count of 7100; on one examination the differential 
was 70 per cent neutrophils, 17 per cent lympho- 
cytes, 3 per cent monocytes, 8 per cent eosinophils, 
1 per cent basophils and 1 per cent myelocytes. The 
hemoglobin ranged between 13.5 and 8.8 gm. The 
urine was amber colored, with a specific gravity 
of 1.020. Urobilinogen was present, varying from 
1:280 to 1:24 on different examinations. Bile was 
present; sugar, albumin and Bence—Jones protein 
were not observed. The stools were tan and guaiac 
negative. A blood Hinton test was negative. The 
serum bilirubin was 3.65 mg. per 100 cc. direct, 
5.85 mg. total. The phosphorus was 5.0 mg., the 
nonprotein nitrogen 18 mg., the serum albumin 
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2.0 gm., and the serum globulin 7.8 gm. per 100 cc. 


The alkaline phosphatase was 5.0 units. The © 


cephalin-flocculation test was ++-++ in twenty- 
four hours. Serum vitamin A and carotenoids 
were 0 units per cubic centimeter. The prothrombin 
time ranged between 36 and 42 seconds (control, 15 
seconds). ‘The bromsulfalein test demonstrated 
55 per cent retention of the dye in the serum. The 
cholesterol was 123 mg., and the esters 46 mg. per 
100 cc. X-ray examination of the chest and a 
gastrointestinal series were negative except for a 
small hiatus hernia. 

The patient was hospitalized for three months, 
was afebrile and was maintained on a high-carbo- 
hydrate, high-protein and low-fat diet supple- 
mented by methionine, hykinone, components of 
the vitamin B complex and liver extract. She re- 
ceived repeated blood transfusions. Toward the 
latter part of the course all her teeth were removed 
because of abscesses and severe caries. At the time 
of discharge the clinical and laboratory status 
had not altered markedly from the findings on ad- 
mission. The prothrombin time was 29 seconds 
(control, 19 seconds), the serum van den Bergh 
2.1 mg. per 100 cc. direct, 2.9 mg. indirect, the 
cephalin-flocculation test ++-++ in twenty-four 
hours, the serum albumin 2.06 and the globulin 
9.94 gm. per 100 cc., and the nonprotein nitrogen 
21 mg. per 100 cc. The vitamin A was 1.4 units 
and the carotenoid 0.8 units per cubic centimeter. 

Second admission (fifteen months later). During 
the interval the patient was followed carefully and 
maintained on a high-calorie, high-protein, low-fat 
diet, with supplementary vitamins. Her activities 
were limited. She felt better, and the jaundice was 
minimal. There was no ascites or edema. The 
laboratory data did not change remarkably. One 
week before admission a mild cold began, followed 
in a day by moderate amounts of green sputum, 
chilly sensations and temperature rises up to 103°F. 
Five days before admission the ears became ten- 
der, and a purulent, bloody exudate appeared. 
Three days later she had a severe, sharp pain in 
the right chest on deep inspiration. 

Physical examination showed a moderately obese 
and pale woman, who complained of severe pain 
in the right chest with respiration. Spider angiomas 
were present on the dorsal surfaces of the hand and 
neck. The scleras were muddy. There was marked 
conduction deafness, and the eardrums were red 
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and beefy, with landmarks obscured. There were 
dullness and diminished breath sounds at the right 
base, and bronchial breathing over the right middle 
lobe. An inspiratory friction rub was heard over 
the right lower lobe. Examination of the abdomen 
was unsatisfactory because of limitation of breath- 
ing. There was no ascites, but there was very slight 
pitting edema over the ankles. 

The temperature was 99°F., the pulse 100, and 
the respirations 32. The blood pressure was 135 
systolic, 70 diastolic. 

Examination of the blood disclosed a red-cell 
count of 2,300,000, with a hemoglobin of 8.9 gm., 
and a white-cell count of 13,800, with 86 per cent 
neutrophils. The urine was amber and gave a + 
test for albumin and a ++-4 test for bile. Blood 
and throat cultures were negative. The serum al- 
bumin was 1.83 gm. and the globulin 8.68 gm. per 
100 cc. The van den Bergh reaction was 2.2 mg. 
per 100 cc. direct, 2.9 mg. indirect. The cholesterol 
was 89 mg., the cholesterol esters 31 mg., and the 
alkaline phosphatase 10 units per 100 cc. An 
esophagram demonstrated no varices. 

On penicillin therapy the local signs and symp- 
toms in the ears and right chest slowly subsided. 
The patient was discharged after three weeks of 
hospitalization. 

Final admission (fifteen months later). One month 
before admission stiffness and pain in the knee 
joints, shoulders and the proximal interphalangeal 
joints of the right hand developed. Aspirin relieved 
the joint symptoms readily. Aside from joint pain 
the patient was asymptomatic. There was no 
ascites, but slight edema developed toward the 
end of the day. About three weeks before admission 
she fell and cut her right knee, but it healed 
promptly. . Eight days before admission she awoke 
with a tender right calf and groin. The leg became 
swollen below the knee, and “blood blisters” ap- 
peared on the ankle, sole, left elbow and coccyx. 
She became restless, and the temperature became 
elevated. She lost her appetite; the abdomen 
became distended. 

Physical examination showed the patient to be 
mildly icteric. A few scattered spider angiomas 
were present. There were coarse inspiratory rales 
at both bases posteriorly. The heart was not en- 
larged. The pulmonic second sound was louder 
than the aortic. Grade II pulmonic systolic and 
apical systolic murmurs were present. The abdomen 
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was distended, and a fluid wave was elicited. The 


liver edge was percussed two fingerbreadths below 


the costal margin. Peristalsis was active. The 
right leg was tense, swollen, tender and reddened 
below the knee. There was marked calf tenderness 
but no thigh or groin tenderness. The foot was 
swollen and tender, with several superficial erosions 
on the sole. 

The temperature was 99.5°F., and the pulse 84. 

Examination of the blood disclosed a white-cell 
count of 18,300, with 81 per cent neutrophils, and 
a hemoglobin of 10.5 gm. The urine contained bile. 
The stools were guaiac negative. The serum al- 
bumin was 1.65 gm., the globulin 6.80 gm., the 
cholesterol 109 mg., the nonprotein nitrogen 21 mg., 
the fasting blood sugar 90 mg., the calcium 8 mg., 
the phosphorus 3 mg. per 100 cc., and the sodium 
129 milliequiv. and the chloride 100 milliequiv. per 
liter. The alkaline phosphatase was 6.2 units per 
100 cc. The van den Bergh reaction was 1.4 mg. 
per 100 cc. direct, 1.9 mg. indirect. The prothrom- 
bin time was 26 seconds (control, 16 seconds). The 
cephalin-flocculation test was +++ in twenty- 
four and forty-eight hours. 

X-ray examination of the chest demonstrated 
elevation of both leaves of the diaphragm. In the 
abdomen there was considerable fluid; there were 
gas-filled loops of small bowel but no definite evi- 
dence of organic obstruction. 

On the third hospital day an abdominal para- 
centesis yielded 8500 cc. of light-yellow, cloudy 
fluid, with a specific gravity of 1.008. Two days 
later the patient suddenly noticed steady upper 
abdominal pain, with some radiation to the back, 
relieved only partially by codein and demerol. On 
the following day she became nauseated and vomited 
bright-red-blood-stained material. The vomiting 
of blood continued intermittently. Seven trans- 
fusions were given over several days. The white- 
cell count reached 21,800, with 84 per cent neutro- 
phils. The blood pressure ranged from 70 systolic, 
40 diastolic, to 110 systolic, 60 diastolic. The pulse 
was rapid. 

On the sixth hospital day, after thirty-six hours 
of coma, deepening jaundice and pulmonary con- 
gestion, the patient died. 


DIFFERENTIAL DIAGNOSIS 


Dr. Marian Ropes: I cannot make a diagnosis 
in this case but probably the most profitable way 
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to approach it is to consider the involvement of the 
various systems separately and then to see if they 
can be related. The most apparent involvement is 
that of the liver, which started three years before 
death and persisted until the time of death. The 
entire course during the first two and a half years 
can be explained, I think, by hepatitis going into 
a chronic state with the development of cirrhosis. 
Usually in liver disease there is a great deal of diffi- 
culty in using the laboratory findings to differen- 
tiate obstructive jaundice and parenchymatous 
involvement. In this case the laboratory tests were 
entirely consistent with parenchymatous liver 
disease. The ++-+-+ cephalin-flocculation test, 
the prolongation of prothrombin time to 42 seconds 
with lack of response to vitamin K, the low carot- 
enoids, the low vitamin A, the very low choles- 
terol, with extremely low percentage of esters, the 
urobilinogen varying in amounts but found in the 
urine and the high bromsulfalein retention are all 
entirely consistent with liver-cell disease. The 
serum bilirubin gave more of the direct than the 


indirect reaction, in the neighborhood of 60 per cent, 


but this is lower than that ordinarily found in ob- 
structive jaundice. So the laboratory tests are more 
consistent than those in the majority of cases with 
parenchymatous disease. I neglected to say that 
the alkaline phosphatase at the first admission was 
also normal. There is, however, one laboratory 
finding that to me was very surprising: the high 
globulin. One expects with hepatitis or liver-cell 
damage to get a lowering of albumin and some ele- 
vation of globulin, with reversal of the ratio. An 
increase up to 8 or 10 gm. of globulin is surprising, 
however, and unusual in uncomplicated liver 
disease. The course following the first admission, 
as I said before, is consistent to my mind with liver- 
cell damage progressing into a chronic state and 
with the development of cirrhosis. This took some 
two and a half or three years to occur. However, 
there are a good many findings in the total picture 
that are not explained by such a diagnosis. In the 
first place, we have no definite evidence of the cause 
of this hepatitis. Of course, infectious hepatitis 
has to be considered, and there is nothing to rule 
it out. We know that this patient was not exposed 
to some of the causes of liver-cell damage, but we 
have no further information about other toxins 


or of the possible role various cosmetics played in 
damaging the liver. Furthermore, the presence of 
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the very high globulin raises the question of some 
other generalized condition as the cause of the liver 
damage. 

Now to consider a few of the other systems in-. 
volved in the course of the disease, I think the 
rash that was present at the first admission and, I 
judge, not present at other admissions, was not part 
of the picture of liver disease, but with no further 
information I cannot offer any explanation for it. 
At the time of the second admission the patient had, 
I judge, bilateral otitis media and what I am in- 
terpreting as pneumonia. Whether or not she had 
underlying pulmonary disease is significant, and I 
think we should see the x-ray films to determine 
whether there was any involvement of the hilar 
lymph nodes or evidence of pulmonary disease 
other than pneumonia at the time of the second 
admission. 

Dr. James J. McCort: This examination of the 
chest was made at the time of the second admission. 
The film taken on the day of admission shows an 
area of increased density in the medial segment of 
the middle lobe, which has the appearance of 
pneumonia. There is no enlargement of the hilar 
lymph nodes and no other evidence of pneumonitis 
that I can see. The film taken one week later shows 
a slight resolution of the pneumonic process in the 
middle lobe. However, at that time there is a 
definite suggestion of fluid in the right base pos- 
teriorly. The film taken two weeks after admission 
shows the pneumonitis to have undergone almost 
complete resolution. There is still a small amount 
of fluid in the right base. The right leaf of the 
diaphragm is slightly higher than it should be in 
this examination, possibly owing to the pressure of 
the liver. 

Dr. Ropes: Is the chest entirely clear except for 
elevation of the diaphragm on the last admission? 

Dr. McCort: No. There is a slight amount of 
fluid in the left pleural cavity. ‘There is also basal 
atelectasis, which I believe is due to the high dia- 
phragm. The lungs are otherwise clear, and there 
is no mediastinal adenopathy. 

Dr. Rorves: The gastrointestinal series shows 
nothing but the hiatus hernia, which I assume was 
not related to the rest of the picture. 

Dr. McCort: The gastrointestinal series was 
done at the second admission. 

Dr. Ropes: I judge we have no evidence of under- 
lying pulmonary disease — only the one episode 
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of pneumonia. The fluid is consistent with the 
generalized anasarca that the patient had at the 
time of the last admission. . 

The joint symptoms that occurred at the time 
of the third admission are again not consistent 
with an uncomplicated liver disease. Further- 
more, the final episode, although probably asso- 
ciated with the underlying liver disease, does not 
sound as though it was related to bleeding varices, 
although this has to be considered. The degree of 
pain and the relatively slow bleeding even in the 
presence of a low prothrombin would be unusual 
in bleeding varices. The type of bleeding and pain 
suggests the possibility of slow perforation of the 
stomach. It seems less likely to have been asso- 
ciated with the underlying liver disease. 

So I should think that the final problem is to 
determine whether the patient had merely primary 
liver disease with some associated complications 
or whether the liver disease was part of a generalized 
process. The fact that makes one wonder most 
about a generalized process is the high globulin. 
One would think immediately about granulomatous 
diseases or other diseases causing elevation of 
globulin, such as sarcoid, tuberculosis, syphilis and 
possibly brucellosis; they elevate globulin although 
rarely to this height. One does not need to con- 
sider too seriously a malignant neoplastic process 
such as lymphoma or myeloma as the cause of the 
entire picture. The course over three years would 
be unusual for such a diagnosis. Also, one does not 
need to consider the group of connective-tissue 
diseases, such as disseminated lupus erythematosus 
or periarteritis nodosa. Some of them, particularly 
rheumatoid arthritis, develop high globulin levels 
in this range. However, the rest of the picture offers 
nothing, or practically nothing, in support of these 
diseases. Similarly, amyloid disease, which one 
thinks of always in the presence of hyper- 
globulinemia, has little to support it other than 
that and the presence of liver involvement. 

So I am left with no possible evidence for any of 
the types of conditions that come to mind as the 
cause of liver disease as part of a generalized process. 
To be sure, the liver involvement, the eosinophilia, 
the arthralgia and the high globulin are consistent 
with sarcoid., However, in the absence of the more 
characteristic or specific lesions of this disease, it 
seems unwise to make such a diagnosis. The only 
diagnosis that I can make is parenchymatous liver 
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disease progressing to a chronic state with the de- 
velopment of cirrhosis. Whether or not it was part 
of an underlying generalized disease such as sarcoid, 
I think there is no evidence to determine. 

Dr. Tracy B. Mattory: Dr. Ellis, will you tell 
us what you thought about this case? 

Dr. Daniet S. Extis: There is no one here today 
who followed the patient throughout the entire 
illness, aithough she spent most of it in this hospital. 
I saw her on several occasions in the various clinics, 
Medical Grand Rounds and _ Gastrointestinal 
Rounds. We were puzzled by the same things that 
Dr. Ropes has pointed out. There were many dif- 
ferent opinions about the etiology of the disease. 
One possibility that Dr. Ropes did not mention, 
suggested by one member of the staff, was that this 
patient had some vascular disturbance in the form 
of thrombosis in the major circulation in the liver 
to account for some of the picture. Then in the 
final episode I am told that she was admitted to the 
hospital with a diagnosis of thrombophlebitis. It . 
was believed by some that this might tie in with 
what had gone on several years before. We were 
puzzled by the high globulin. Most of the people 
who saw her decided that she had hepatitis and 
treated her from that standpoint. On one occasion 
I suggested that here was a patient who had had 
arthritis, serositis (pleurisy), jaundice, dermatitis 
with eruption, fever and high globulin and wondered 
if she might not at some time have fitted in with 
the picture of disseminated lupus. The urinary 
findings did not fit the picture of disseminated 
lupus, however. I am sure that this patient had a 
disease that involved more of her organs than the 
liver. I thought the liver was a part of the picture 
but probably not primary. Whether or not Dr. 
Mallory will be able to tell us the underlying disease 
I do not know, but I think we were right in treating 
her for hepatitis because that was the one thing we 
could focus on and that was the basis on which we 
moved throughout the three years of illness. 

Two liver biopsies were taken when she was first 
seen and again on the second admission. Dr. 
Mallory will tell about the biopsies in relation to 
what the final picture showed. 


CiinicAL DIAGNOSES 
Cholemia. 
Varices of esophagus, with hemorrhage. 
Toxic cirrhosis of unknown cause. 
Thrombosis of veins of left leg. 


« 
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Dr. Ropes’s Dracnosis 


Hepatitis, chronic, with cirrhosis. 


ANATOMICAL DIAGNOSES 


Cirrhosis of liver, postatrophic type. 
Adenoma of liver. 

Esophageal varices, with rupture. 
Cholelithiasis. 
Bronchopneumonia. 

Anasarca. 


PATHOLOGICAL DiscussiON 


Dr. Ma tory: I do not know that I can give a 
satisfactory answer to this case, although I can 
describe the somewhat unusual findings at autopsy. 
As Dr. Ellis said, we had two biopsies, one within 
six months of the first symptom, and one approxi- 
mately a year after that. At the very first biopsy 
cirrhosis of the liver was already established. It 
was apparently of the type that follows regenera- 
tion from a severe degree of atrophy, quite con- 
sistent with a primary infectious hepatitis, but 
I would not be at all dogmatic about it. The second 
biopsy a year later had changed slightly, and we 
were very interested in finding great numbers of 
plasma cells in the stroma on that occasion. Al- 
though present in the first biopsy, they had ‘not 
been numerous enough to excite our notice, but 
by the second time the patient had a high globulin, 
and we naturally tended to correlate this with the 
great numbers of plasma cells present. When she 
died the liver was still enlarged, weighing nearly 
1900 grams, which is quite unusual for the type 
of cirrhosis that follows a healed atrophy. On the 
other hand, the gross appearance of the liver was 
otherwise characteristic. It was coarsely nodular, 
many of the nodules ranging from 1 to 2 cm. in 
diameter. These nodules were very irregularly 
distributed, and there were large masses of tissue 
in which no nodules were found. There was one 
single nodule very much larger than any others 
that measured 5 cm. in diameter in the middle of 
the right lobe, the center of which was soft and 
gelatinous. We did not find much else in the rest 
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of the body that seemed of interest. There were some. 


shallow mucosal erosions in the esophagus. et 


On microscopical examination we found enlarged 
veins in the submucosa, and one of these erosions 
seemed to be communicating with a dilated vein 
so that I am confident that the terminal hemorrhage 
was due to rupture of a varix. 

The spleen was only slightly enlarged, weighing 
a little over 400 gm., but in view of the massive 
hemorrhage it may have shrunk considerably in 
the last hours of life. There was a terminal very 
The gall bladder 
contained numerous small stones, but none were 
found in the duct system. The terminal pain may 
have been biliary colic, but unexplained abdominal 
pain is not unusual in cirrhosis. 

From the histologic point of view the liver was 
characteristic of the postatrophic type of cirrhosis 
with the single exception of the plasma cells, which 
were more numerous than they are in most such 
cases. The very large nodule appeared to be com- 
posed entirely of liver cells. We could find no 
traces of bile ducts or portal veins in it. It con- 
tained very large amounts of fat, with some fatty 
acids. This was such a very large nodule, and com- 
pletely devoid of normal liver architecture, that 
one had to classify it as a tumor. I could see no 
evidence of malignancy, and I would call it an 
adenoma of the liver. The bone marrow showed 
very marked erythroblastic hyperplasia, with a great 
many immature cells of the red-cell series. A few, 
but not many, plasma cells were present. It would 
have been quite impossible to make a diagnosis of 
multiple myeloma on the basis of the post-mortem 
findings so that all we have is a rather unusual 
type of cirrhosis with a great many more plasma 


cells in the scarred areas than we commonly see. , 


These may or may not have had something to do 
with the unusual chemical findings, especially the 
high globulinemia. 

Dr. James T. Hey: Because of the prolonged 
prothrombin time I am curious to know whether 
or not there was a thrombophlebitis. 

Dr. Mattory: Large areas of hemorrhagic extrav- 
asation were found in the calf muscles, but no 
thrombi were seen in the major veins. 
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PRIZE ESSAY COMPETITION 


In acknowledgment of the support of more than 
4000 student subscribers, the Journal announces 
a prize essay contest open to all members of the class 
of 1949 registered in any medical school approved 
by the Council on Medical Education and Hospitals 
of the American Medical Association. 

The subject chosen for this year’s competition 
is: “Recent Advances in Preventive Medicine.” 

Manuscripts are to be between four and five 
thousand words in length, clearly typewritten 
in English, double or triple spaced with references 
listed at the end in numerical arrangement according 
to the form used by the Quarterly Cumulative Index 
Medicus. ‘They must be in the hands of the editor 
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by March 15, 1949. All manuscripts will become 
the property of the Journal. 

A cash prize of $100 will be paid for the best essay 
of those found to be suitable for consideration; the 
paper will be published in the “Medical Progress” 
series that forms a regular part of the contents of 
the Journal, and the author will receive a hundred 
free reprints. 

A second prize will consist of a two-year sub- 
scription to the Journal. 

The editors wish to emphasize that in establish- 
ing this competition they are as much interested 
in encouraging good medical writing as they are in 
promoting the collection of scientific material. In 
judging papers that may be submitted, particular 
attention will accordingly be paid to clarity, sim- 
plicity and general literary excellence. 

The quality of medical writing needs at present 
more encouragement than the quantity of its pro- 
duction does. 


CHILD SAFETY 


IN CO-OPERATION with the United States Chil- 
dren’s Bureau, the American Academy of Pediatrics 
and the National Safety Council, the Metropolitan 
Life Insurance Company has undertaken an inten- 
sive campaign to prevent accidents in children. A 
special packet of material, which is available on 
request for use in local organized programs, in- 
cludes copies of recent statistical studies, prepared 
talks and suggested area releases, as well as a 
twelve-page illustrated booklet, Help Your Child to 
Safety, addressed to parents and emphasizing the 
value of co-operation among all members of the 
family to combat physical hazards and unsafe 
practices resulting in injuries to children. 

As previously pointed out in these columns, acci- 
dents account for an unwarranted number of 
deaths among persons of all ages each year. How- 
ever, the situation among children is even more 
discouraging: accidents now rank as the leading 
cause of death, as well as an outstanding cause of 
injury and permanent disability, among children 
from one to fifteen years of age. The prevention 
of this enormous toll offers a challenge to all agen- 
cies interested in the health and welfare of children. 
To encourage parents, other adults and older chil- 
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Henry R. Viets, M.D. 
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dren to recognize the hazards confronting younger 
children, to provide and maintain safe conditions 
in the home and at play and to help the child, by 
example and guidance, to develop safe practices, 
the field force of the Metropolitan Life Insurance 
Company will participate in the child-safety 
programs of more than three thousand communities. 

Physicians, who occupy a position of unique im- 
portance in the community, are urged to engage 
wholeheartedly in this campaign to reduce the 
number of injuries and deaths suffered by children. 
The efforts of general practitioners (who see the 
major portion of preschool children?) and pedi- 
atricians will be of particular value. 


REFERENCES 
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PENICILLIN IN SYPHILIS 


A REport on the status of penicillin in the treat- 
ment of syphilis dated December 1, 1947 was 
recently published by the Syphilis Study Section of 
the National Institute of Health.* It was estimated 
by the United States Public Health Service statis- 
ticians that at least 500,C00 patients with syphilis 
in various stages have been treated with penicillin 
since the first report of its beneficial effects was 
made in 1943. A significant proportion of these 


cases form the basis of this report, the purpose of © 


which is to summarize for the practicing physi- 
cian the facts regarding penicillin in syphilis that 
are of clinical importance. The observations con- 
tained in this report should be of great practical 
help to all who are likely to be concerned with such 
therapy, and they should read this summary in 
detail. Only a few points are brought out here. 

It is stated categorically that penicillin G, which 
is now available in crystalline form, is the most 
effective type in man. This is the final upshot of the 
intensive studies undertaken after irregular results 
had been encountered that proved to be due to the 
changing character of commercial penicillin. The 
poor results are traced to the appearance of 
increasing proportions of the less effective peni- 
cillin K, and this has not been corrected. 


wee of penicillin in treatment of syphilis. J. 4. M. A. 136:873-879, 
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As to the method of administration, the single 


intravenous injections are considered to be of little, 


or no value because of the extremely rapid absorp- 
tion and excretion cycle. The continuous intrave- 
nous drip, likewise, is of little practical value because 
of the necessity of continuous confinement of the 
patient to bed and the frequent occurrence of 
thrombophlebitis. Continuous 
subcutaneous administration has the same disad- 
vantage, and, furthermore, it produces rather pain- 
ful local reactions. The usual method employed and 
the one recommended is the use of intermittent 


intramuscular or 


intramuscular injections of aqueous solutions con- 
taining 50,000 to 100,000 units per cubic centimeter 
of either sterile water or isotonic sodium chloride 
solution. Intraventricular, intracisternal or intra- 
spinal administration should be avoided both 
because of possible dangerous toxic reactions and 
because intramuscular therapy alone is effective in 
the treatment of neurosyphilis and no additional 
benefit is derived from the intrathecal route. The 
oral route likewise is not advised, but the use of pro- 
longing agents, like penicillin in beeswax and 
peanut oil (and presumably the more recent pro- 
caine penicillin preparations), appears to offer a 
practical method that permits intramuscular injec- 
tions to be given only once daily. 

Of the toxic reactions the one that particularly 
concerns the treatment of syphilis is the Jarish— 
Herxheimer reaction. This is encountered in about 
50 per cent of patients with primary and secondary 
syphilis, but in such cases it is seldom if ever alarm- 
ing and does not interfere with subsequent treat- 
ment. About 25 per cent of patients treated for 
latent or late syphilis experience a mild febrile reac- 
tion. Therapeutic shock, which may be serious and 
occasionally results in death, has been considered 
as possibly resulting from penicillin in occasional 
infants with congenital syphilis and in patients with 
There is 


no indication that penicillin causes abortion in preg- 


cardiovascular syphilis or neurosyphilis. 


nant women. 

There is little clear-cut evidence to indicate 
the existence of penicillin-resistant syphilis anal- 
ogous to the familiar arsenic-resistant or bismuth- 
resistant syphilis or sulfonamide-resistant gonor- 


rhea. 
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Attention is also called to the fact that when early 
syphilis and gonorrhea are acquired simultaneously 
penicillin given for the latter may delay or per- 
haps even suppress the lesions of syphilis. Patients 
treated for gonorrhea should therefore be followed 
over a period of at least four months with monthly 
serologic tests for syphilis. A sharp febrile reaction 
within the first twenty-four hours afte. the use of 
penicillin for gonorrhea should suggest concurrent 
early syphilis. If a diagnosis of syphilis is later 
established, the patient should be given a full course 
of treatment as indicated. 

The results of penicillin alone seem satisfactory 
enough in early syphilis so that adjuvant therapy 
with arsenic or bismuth preparations or fever is not 
advised in the first course of treatment, but they 
may be used to advantage in patients in whom the 
original course of penicillin has failed. In dementia 
paralytica the use of fever or malaria to supplement 
the penicillin therapy may be expected to give 
better results than penicillin alone. 

Details are given for the dosage and duration of 
penicillin treatment and the precautions to be taken 
for each of the various types of syphilis. This report 
may therefore serve as a useful guide to all physi- 
cians who undertake the treatment of this disease. 
Without doubt many of the details of the report, 
particularly those concerning dosage, will require 
modification as further experience accumulates. 
In the meantime, this is the most concise and 
authoritative summary available. 


“PASSENGERS WILL PLEASE REFRAIN —” 


Tue Journal of the American Medical Association* 
has made editorial comment on a potential health 
hazard that must have occurred as a possibility to 
many persons, without necessarily stimulating any 
number of them to a crusading pitch of activity. 
This hazard is the impartial distribution of toilet 
wastes along railroad lines— except, usually, in 
stations. 

The practical difficulty of attaching a swiftly 
moving train to any permanent sewage system is 
obvious; the public-health implications, apparently, 
have been under consideration for a number of 


years. Recently the Joint Committee on Railway 
*Current Comment. Railroad toilet wastes. J. 4. M. A. 137:1134,1948. 
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Sanitation of the Association of American Railroads 
has tuned in on the problem and, in March and 
December, 1947, issued a technical and a supple- 
mentary report. 

Research was carried out on the heavily traveled 
New York to Washington run of the Pennsylvania 
Railroad, and in the course of the investigation “the 
toilet habits of 2,000 persons were studies over a 
total of 6,201 passenger hours and 320,000 passenger 
miles.” Since such a project of necessity covered 
a considerable area, in the interests of accuracy 
the wastes were collected 
carried underneath the cars. 


in sealed containers 


Certain estimates were possible. Approximately 
276,000 pounds (dry weight) of the material under 
discussion was spread per year along 226 miles of 
roadbed, or 0.694 pounds per linear yard. Found 
in the collection, although not included in the sta- 
tistical analysis, were orange peelings, cigars and 
cigarette butts, cigarette packages, miniature 
whisky bottles, beer bottles, men’s handkerchiefs 
and women’s handbags. : 

Whether epidemic disease has actually resulted 
from this impartial and not inconsiderable contami- 
nation of roadbeds is problematical; certainly the 
possibilities are present. Perhaps the advice of the 
popular song, not originally intended for mixed com- 
pany, should be reversed and passengers exhorted 
to use the station toilets and spare the rolling land- 
scape. 


MASSACHUSETTS MEDICAL SOCIETY 
COMMITTEE ON MEMBERSHIP 


The following list of twenty-one names of mem- 
bers of the Massachusetts Medical Society, who 
are to be deprived of membership, together with 
their last known addresses, is published at the re- 
quest of the Committee on Membership. 

Any information concerning the correct addresses 
of these fellows will be appreciated by the secretary 
of the Society, 8 Fenway, Boston 15, Massachusetts. 


P Rawans T. Abrahms (Berkshire), 311 North Street, Pitts- 

Victor Baer (Middlesex South), 
Avenue, Boston 

Arthur J. Bischoff (Middlesex East), New England 


Sanitarium and Hospital, Stoneham 

Chester E. Bromwell (Suffolk), 11 Gloucester Street, Boston 

Martin F. Buell (nonresident), Dearborn Department of 
Health, Dearborn, Michigan 

William B. Davidson (Worcester), 8 Howland Terrace, 
Worcester 


276 Commonwealth 
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Winnifred P. Davis (Worcester North), 79 Main Street, 
Ashburnham 


David D. Greene (Middlesex South), 117 Brackett Road, 
Newton 


Herbert I. Harris (Norfolk), 84 Reservoir Road, Brookline 
Earle U. Hussey (Essex South), 32 Cedar Street, Lynn 


wa R. Lamb (Norfolk), 4B Putney Road, Wellesley 
ills 
David I. Levine (Norfolk South), Los Angeles, California 
Arthur P. Long (Norfolk), Office of Surgeon General, War 
Washington, D. C. 
onald H. MacDonald (Middlesex South), 425 Beacon 


Street, Boston 

Theodore B. Massell (nonresident), 1982 Comstock 
Avenue, Los Angeles. Calif. 

Walter L. McClintock (Norfolk South), 1245 Hancock 
Street, Quincy 

Donald McNeil (nonresident), P. O. Box 168, Sacramento, 


alif. 
Edward B. Ormsby (Norfolk), 504 Talbot Avenue, Dor- 
chester 


Bernard W. Rothblatt (Middlesex South), 65 Crosby Road, 


Newton 
Roy W. Smith (Worcester), 34 Chestnut Street, Worcester 


Elton R. Yasuna (Worcester), 340 Walnut Avenue, Rox- 
ury 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


WEEKLY RATES FOR CARE OF PATIENTS 
IN DEPARTMENT HOSPITALS 
Owing to greatly increased costs of hospital care 


during the past few years, it has been necessary 
to revise charges for the care of patients in institu- 


THE NEW ENGLAND JOURNAL OF MEDICINE 


TaBLe 


Sept. 30, 1948 


This provided authorization for payment for. 
patients expecting to be confined on or before April 
4, 1948, as well as for retroactive cases — that is, 
cases in which the patient had been delivered 
between September 3, 1943, and April 4, 1948, even 
though the application was not submitted at the 
time care was given. 

However, in May, 1948, the Government ruled 
that no authorization for payment for maternity 
care could be issued after June 30, 1948. 

These limitations were publicized to the profes- 
sional and lay public. 

Outstanding bills for care already authorized 
continue to come in covering payment for medical, 
hospital and ancillary services. More than 2000 
cases are still incomplete. Letters and telephone 
calls for information or assistance are numerous 
and the depleted staff is kept busy. 


Infant Cases 


Care is still available for eligible infants born 
on or before April 4, 1948. The number of cases 
naturally is decreasing, but authorization for pay- 
ment for care will continue to be issued to cover 
all illnesses, including medical, hospital and other 
care, such as immunizations, until these infants 
become one year of age (in April, 1949). 


INSTITUTION Type or DIsEASE 


Rutland and Westfield 
(Tuberculosis Section) .... 


North Reading ............ 


Pulmonary tuberculosis 
Pulmonary tuberculosis 
Rheumatic heart disease 


Pondville and 


(Cancer Section Cancer 


Extrapulmonary tuberculosis 
Poliomyelitis (convalescent) 


Tora, Weexkty CHARGE 
BY PATIENT BY CITY OR TOWN 


Ace or PaTIENTS 


17 yr. and over $14 $14 
Under 17 yr. $14 $14 
Under 17 yr. $14 $14 
All ages $14 $21* 
All ages $35 $21* 
All ages $21 $40 


*$14 if patient is under 21 yr. of age. 


tions of the Massachusetts Department of Public 
Health. ‘Table 1 presents the list of rates, effective 
July 1, 1948, as revised under the provisions of 
Section 66, Chapter 111 of the General Laws, as 
amended by Chapter 630 of the Acts of 1947. 


LIQUIDATION OF EMERGENCY MATERNAL 
AND INFANT CARE PROGRAM 


The Emergency Maternal and Infant Care Pro- 
gram is gradually being liquidated in the following 
manner. 


Maternity Cases 


In May, 1947, the federal Government notified 
the states that payment for maternity care was 
limited to wives of men in the four eligible pay 
grades who became pregnant prior to July 1, 1947. 


tOutpatient clinic (regardless of who pays bill): no charge for examination, and $3 per visit for treatment. 


Volume of Cases and Expenditures 
For the period from September 3, 1943 (when 


the program began in Massachusetts), until July 1, ™ 


1948, a total of 43,541 cases were authorized. Of 
these, 33,486 were maternity, and 10,055 were infant 
cases, This does not include numerous individual 
separate authorizations for ante-partum and post- 
partum complications and nonobstetric conditions 
in maternity cases or for additional illness of 
many infants cared for by the same physician, nor 
does it include authorizations for consultant, nurs- 
ing and other services. Rejections totaled 4934 


cases, chiefly for noneligibility. | 

The amount of money spent in this period was 
$4,082,883.65. This expenditure was for cases only 
covering payment for hospital, medical and ancil- 
lary care. Administration funds were not included 
in this amount. 
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BLUE CROSS APPLICATIONS 


Membership in Blue Cross will again be available 
to all members of the Massachusetts Medical 
Society not now enrolled, as of December 1, 1948. 

For membership to be effective on that date all 
applications must be filed with Blue Cross not later 
than November 1, 1948. 

Thereafter, while applications will be received at 
any time, enrollments will become effective each 
quarter on March 1, June 1, September 1 and 
December 1. To become effective on these dates, 
however, applications must be received thirty days 
in advance. 

Those who desire to join should communicate 
with John H. McLaughlin, enrollment representa- 
tive, 38 Chauncy Street, Boston 11. 


CORRESPONDENCE 
ACTION ON SPECIALTY BOARDS 


To the Editor: As advance information to the members of 
the Society I would remind them that the Hampden District 

edical Society endorsed a resolution that can be found in 
the spring issue of the Hippocrat and was sent to all councilors. 
This resolution is perhaps poorly drawn and I have since 
found on page 886 of the Journal of the American Medical 
Association of July 3, 1948, a more comprehensive resolu- 
tion pee unanimously by the New York Medical Society 
and brought up under new business at the meeting of the 
American Medical Association. 

In the House of Delegates of the American Medical Asso- 
ciation this resolution was referred to a reference com- 
mittee on miscellaneous business, which re-referred it to a 
special committee of the Board of Trustees —that on 
Medical Practice and Hospitals, headed by Dr. E. Hess of 
Erie, Pennsylvania. Dr. Hess will give a report of his com- 
mittee at the St. Louis meeting on November 30, 1948. 

he New York Society has 15 per cent of the national 
membership; the votes: Tho Medical Society is sixth in 
size in the nation, and the problems of the New York Society 
are ours. No mention of instructions by the Massachusetts 
Medical Society to its delegates to the American Medical 
Association — Drs. Phippen, Sullivan, and Curley — have 
as yet been noted. Inasmuch as the subject matter of this 
resolution is vitally important to orderly medical practice 
I am preparing a presentation for action in the matter at the 
meeting of the Council on October 6. I hope that the coun- 
cilors will come to the meeting informed sufficiently to ex- 
press an opinion on the subject of specialty boards. 
W. A. R. Cuapin, M.D. 
121 Chestnut Street 
Springfield, Massachusetts 


BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


The Acute Bacterial Diseases: Their diagnosis and treatment. 
By og F. Dowling, M.D., clinical professor of medicine, 
George Washington University School of Medicine, and chief, 
George Washington Medical Division, Gallinger Municipal 
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Hospital. With the collaboration of Lewis K. Sweet, M.D., 
chief medical officer in pediatrics and infectious diseases, 
Gallinger Municipal Hospital, adjunct clinical professor of 
pediatrics, George Washington University School of Medi- 
cine and Georgetown University School of Medicine; and 
Harold L. Hirsh, M.D., assistant professor of medicine, 
Georgetown University School of Medicine, and director, 
Bacteriology and Georgetown Uni- 
versity Hospital. 8°, cloth, 465 pp., with 55 illustrations and 52 
tables. Philadelphia: W. B. Saunders Company, 1948. $6.50. 

This new book on infectious diseases is intended as a prac- 
tical guide for the —— physician and presents the up- 
to-date knowledge on these diseases. The individual diseases 
are classified according to the etiologic agents. Diseases that 
are clinically similar have been grouped together whenever 
possible. The work is based principally upon more than 7000 
cases observed at Gallinger Municipal Hospital. The text 
is divided into four parts. The first deals with diagnosis and 
treatment in general, including the current use of the sulfona- 
mides, penicillin and streptomycin. The second part describes 
the diseases caused by the cocci, the third those caused by the 
bacilli, and the fourth, those in which exotoxins are a major 
factor. Only the acute forms of tuberculosis are discussed 
because they are the ones most likely to be confused with 
other acute heeteriel infections and because the chronic forms 
are usually treated in institutions by specialists. The text 
is well written, and the book well published. The volume is 
recommended for all medical schools and to the general prac- 
titioner. 


Biology of Disease. By Eli Moschcowitz, M.D., physician, 
Mt. Saat Hospital, New York City. 4°, cloth, 221 pp. New 
York: Grune and Stratton, 1948. $4.50. 

This book may be characterized as a series of essays on the 
evolution of certain chronic diseases or conditions in which 
the biologic factors are not too obvious. The author points 
out that many chronic conditions present a distinct evolution- 
ary progression from a primitive stage to the final form. He 
classifies diseases into two great divisions: those in which 
there is a well established pathogenesis, and those that can 
be classified on a grouping of clinical phenomena. The 
diseases and syndromes discussed include hypertension, 
arteriosclerosis, periarteritis nodosa, Libman-Sacks disease, 
polycythemia vera, leukemia, follicular lymphoblastoma, 
myeloma, Graves’s disease, toxic hepatitis, Laennec or portal 
cirrhosis, glomerulonephritis, obesity, peptic ulcer, achlor- 
hydria in relation to anemia, cardiospasm, sprue syndrome, 
emphysema, uremia, nephrosis and the hyperkinetic diseases. 
Also, there is a chapter on psychosomatic medicine. The 
essays are scholarly and well written. A selected list of refer- 
ences is appended toeach chapter. A good index concludes the 
volume. The publishing is excellent. The book is recom- 
mended for all medical libraries and to all physicians 
interested in chronic forms of disease. 


The 1947 Year Book of Endocrinology, Metabolism and 
Nutrition. “Endocrinology.” Edited by Willard O. Thomp- 
son, M.D., clinical professor of medicine, University of Illinois 
College of Medicine, attending physician (senior staff), Hen- 
rotin Hospital, and agra | physician, Grant Hospital of 
Chicago. “Metabolism and Nutrition.” Edited by Tom D. 
Spies, M.D., chairman, Department of Nutrition and Metab- 
olism, Northwestern University School of Medicine, and 
director, Nutrition Clinic, Hillman Hospital, Birmingham, 
Alabama. 12°, cloth, 575 pp., with 86 illustrations. Chicago: 
The Year Book Publishers, Incorporated, 1948. $3.75. 

This second issue of a standard reference work covers the 
literature on its subjects for the period from November, 1946, 
to October, 1947. The ‘literature on the pancreas has been 
transferred from “Endocrinology” to “Metabolism and Nu- 
trition.” The text comprises abstracts of original articles on 
various topics selected for their importance. The citations to 
original sources are printed as footnotes on the appropriate 
pages. Good indexes of subjects and authors conclude the 
volume. The text is well printed with good type on coated 
paper. The book is recommended as an essential reference 
work for all medical libraries and to all persons interested in 
the subjects covered. 
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NOTICES 


ANNOUNCEMENTS 


Dr. H. Myer Bloomenthal announces the removal of his 
office from 1396 to 1460 Commonwealth Avenue, Brighton, 
for the practice of medicine and surgery. 


Dr. A. G. Israelian announces the removal of her office to 
520 Boylston Street, Boston. . 


Dr. Abraham L. Rubin announces the removal of his office 
to 252 Gallivan Boulevard, Dorchester, for practice limited 
to diseases of the eye. 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society will be held in | 


the amphitheater of Building D, Harvard Medical School, 
on Tuesday, October 12, at 8 p.m. 

Dr. Arturo Rosenblueth, director, Physiological Labora- 
tory, National Institute of Cardiology, Mexico —— and 
Dr. Norbert Wiener, professor of mathematics, Massachusetts 
Institute of Technology, will speak on “The Shape of the 
Spike Potential of Nerve.” 


METROPOLITAN STATE HOSPITAL 


The following change in the schedule of the course in 
Pediatric Neuropsychiatry (child of the Four- 
teenth Postgraduate Seminar in Neurology and Psychiatry 
at the Walter E. Fernald State School, announced in the 
September 9 issue of the Journal, has been made: this course 
will be given on Tuesdays, October 26, and November 9, 
1948, and on Mondays, November 22 and December 6, 1948, 
and from March 14 until May 9, 1949, every second week 
from 6:00 to 9:30 p.m. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


A regular meeting of the New England Dermatological 
Society will be held in the Skin Out-Patient Department of 
the Massachusetts General Hospital, at 2 p.m. on Wednesday, 
October 20. The meeting is open to members and invited 
guests only. 


NEW ENGLAND DIABETES ASSOCIATION 


The fall meeting of the New England Diabetes Association 
will be held in the Cheever Amphitheater of the Boston City 
Hospital on Wednesday, October 20, at 8:00 p.m. 

The speaker of the evening will be Dr. George W. Thorn, 
whose subject will be “Some Fundamental Endocrine Rela- 
tions in Diabetes.” 

After the clinical program there will be an important 
business meeting of the Association to discuss future policies. 


NEW ENGLAND 
PEDIATRIC SOCIETY 

The fall meeting of the New England Pediatric Society 
will be held in Boston on Wednesday, October 27, 1948. 

Dr. Lawson Wilkins, of Johns Hopkins Hospital, will be 


the speaker. 
A detailed program will be announced at a later date. 


AMERICAN SOCIETY FOR THE STUDY OF 
ARTERIOSCLEROSIS 
A scientific meeting of the American Society for the Study 


of Arteriosclerosis will be held at the Hotel Knickerbocker, 
Chicago, on October 31 and November 1. 
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AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY, INC. 


_ The following changes in Board requirements and 
tions were made at the annual meeting of the Board held in 
Washington, D. C., May 16 to May 22: the ruling that ap- 
plicants must receive adequate training in both obstetrics 
and gynecology has been defined as meaning a minimum of 
six months, full time, in the branch of either obstetrics or 
gynecology relegated to a minor role in a candidate’s train- 
ing and preference for practice; acceptable preceptorship 
training 1s defined; the present regulation requiring at least 
six months of practice in the specialty following the com- 
pletion of an acceptable training period has now been ex- 
tended, effective December 31, 1949, to a requirement of 
two years’ post-training practice limited to the specialty; 
specific requirements for approval of hospital services for 
residency training are outlined; and effective immediately, 
there will be no further temporary approvals of hospital 
services for residency training — it is planned that all hos- 
pitals holding any type of residency-training approval will 
soon be either resurveyed or initially sutveyed by the Council 
on Medical Education and Hospitals of the American Medical 
Association so that all future approvals, new and old, will 
be based entirely upon inspection following application. It 
is expected also that certain resurveys will result in with- 
drawal of present residency approval from institutions where 
the toa and training standards are not being main- 
tained. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR oF Boston District FOR THE WEEK BEGINNING 
Tuurspay, OcToBerR 7 


*9:00 a.m.-12:00 
Peter Bent Brigham Hospita 

*12:00 m. Clinicopathological Conference. 
Mt. Auburn Hospital, Cambridge. 

12:00 m.-1:00 p.m. Clinicopathological Conference (Boston Float- 
ing Hoepital. Joseph H. Pratt Diagnostic Hospital. 

Wepnespay, Octoser 13 
*11:00 a.m.-12:00 m. Medical Clinic. 


Hospital. 


Frivay, Ocroser 8 
m. Combined nee and Surgical Staff Rounds. 


Margaret Jewett Hall, 


Amphitheater, Children’s 
*12:00 m. Clinicopathological Conference (Children’s Hospital). 
Amphitheater, Peter Bent Brigham Hospital. 

:00-3:00 p.m. Combined Clinic by the Medical, Surgical and 
Orthopedic Services. Amphitheater, Children’s Hospital. 


*Open to the medical profession. 


OcrosBer 1 and 2. American Society of Anesthesiologists, Inc. Page 382, 
issue of September 2. 

Octrosper 1-May 20. Metropolitan State Hospital. Page 418, issue of 
September 9. 


Octoser 3-7. Society of the State of Pennsylvania. Page 492, 


issue of September 23 


Octoper 4. South 
September 16. 


OcrosBer $15. New York Academy of Medicine. Page 492, issue of 


September 23. 


Octoser 6-9. American Board of Ophthalmology. Page 170, issue of 
January 29. 


Octopen 9. Suffolk District Medical Society. Page 452, issue of : 


September | 
Ocroser 12. Harvard Medical Society. Notice above. 


Octoser 14. The Practical and <taiee Side of the Mana 
i 


the Rh Problem in Pregnancy. Dr. William C. Moloney. 


Association of Physicians. 8:30 p.m. Haverhill. 
Ps ec 15. American Trudeau Society. Page 418, issue of Septem- 
Tr 


Ocroser 18-22. 
September 9. | 

Octroser 20. New England Diabetes Association. Notice above. 

Octroser 20. New England Dermatological Society. Notice above. 

Octroper 27. New Engiend Obstetrical and Gynecological Society. 
Annual Meeting. Hotel Somerset, Boston. 

Ocroser 27, New England Pediatric Society. Notice above. 


Ocroser 31 and Novemper 1. American Society for the Study of 
Arteriosclerosis, Notice above. 


NovemBer 1-3. American Clinical and Climatological Association. 
Page 582, issue of April 15. 


(Notices concluded on page xiii) 


entucket 


American College of Surgeons. Page 417, issue of 


ula- 


Boston Medical Society. Page 452, issue of 


ment of 
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